
            ​ ​Patient ID:​ _____________________ 

 
Patient Information: 
 

Last Name:​ _____________________________________   ​First Name:​ _____________________________________   ​Middle Initial:​ _______   ​Gender:​ __________ 
 
Address:​ _____________________________________________   ​City:​ _____________________________________   ​State:​ _______   ​Zip Code:​ _______________ 
 
Mobile Number:​ _________________________   ​Home Number:​ _________________________   ​DOB:​ __________________   ​SSN:​ __________________________ 
 
Preferred Name:​ _________________________   ​Occupation:​ ______________________________   ​Email:​ ______________________________________________ 
 
Emergency Contact Name:​ ___________________________________   ​Number:​ _________________________   ​Relationship to Patient:​ ______________________ 
 
Primary Care Physician Name:​ _________________________________   ​Primary Care Physician Practice Name:​ _________________________________________ 
 
Insurance Provider:​ ____________________________________________________________________   ​Member Number:​ __________________________________  
 
Policy Holder’s Name:​ _________________________________   ​Policy Holder’s DOB:​ __________________   ​Policy Holder’s SSN:​ _________________________ 
 
[If completing for a minor] Guardian Name:​ ________________________   ​Number:​ ______________________   ​Relationship to Patient:​ ______________________ 
 
Race: ◻ African or African American ◻ Asian or Asian American ◻ Caucasian or European American 

◻ Native American ◻ Other ◻ Decline To Specify 
 

Ethnicity: ◻ Non-Hispanic or Latino ◻ Hispanic or Latino ◻ Decline to Answer 
 
 
Personal Eye History: 
 

Year of Last Eye Exam: ___​_________ Year of Last Dilation: ​____________ Eye Medications or Drops?   ​Yes  /  No 
 

Do you wear glasses?   ​Yes  /  No How often?  ​ Full-time / Part-time How old is your current pair? ​___________ 
 

What type of glasses do you have? Readers   /   Distance   /   Progressive   /   Bifocal   /   Computer   /   Safety 
 

Do you wear contacts?   ​Yes  /  No  How often?   ​Full-time / Part-time How old is your current pair?​ ___________ 
 

What type of contacts do you have? Soft   /   Rigid   /   Gas Permeable   /   Daily   /   Weekly   /   Monthly 
 

Are your contacts comfortable?   ​Yes  /  No 
 
 
Eye Symptoms/Conditions (Check ALL that apply): 
 

◻ Tired Eyes ◻ Excess Tearing ◻ Light Sensitivity ◻ Cataracts 
◻ Itching ◻ Sandy/Grittiness ◻ Blurred Vision ◻ Glaucoma 
◻ Burning ◻ Discharge ◻ Double Vision ◻ Flashes/Floaters 
◻ Dryness ◻ Eye/Lid Infection ◻ Distorted Vision/Halos ◻ Retinal Detachment 
◻ Redness ◻ Eye Injury ◻ Loss of Side Vision ◻ Macular Degeneration 
 
 
Family History (Check ALL that apply): 
 

◻ Cataract ◻ Glaucoma ◻ Macular Degeneration ◻ Heart Disease 
◻ High Blood Pressure ◻ Diabetes ◻ Cancer ◻ Other 
 
 
Social History (Check ALL that apply): 
 

Alcohol Use: ◻ None ◻ Drink Socially  ◻ Drink Daily  
Tobacco Use: ◻ None ◻ Former Smoker ◻ Smoker  
Other: ◻ Recreational Drug Use ◻ STD Exposure ◻ Blood Transfusion

 



Allergies and Medications: 
 

Allergies (Drug or 
Environmental): 

___________________________________________________________________________________________ 

Current Medications/ 
Supplements: 

________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________
________________________________________________________________________ 
 

 
 
Review of Systems (Check ALL that apply):  Have you had any of the following?  If yes, is it current (within the last month)? 
 
CONDITION NO YES CURRENT? CONDITION NO YES CURRENT? 

General Immunologic 
Fever ◻ ◻ ◻ Viral or Bacterial Infection ◻ ◻ ◻ 
Weight Loss ◻ ◻ ◻ Autoimmune Disease ◻ ◻ ◻ 

Genitourinary Integumentary 
Bladder Disease ◻ ◻ ◻ Skin Problems ◻ ◻ ◻ 
Kidney Disease ◻ ◻ ◻ Cardiovascular 
Gastrointestinal Heart Disease ◻ ◻ ◻ 

Diarrhea ◻ ◻ ◻ High Cholesterol ◻ ◻ ◻ 
Constipation ◻ ◻ ◻ High Blood Pressure ◻ ◻ ◻ 

Psychiatric Musculoskeletal 
Anxiety ◻ ◻ ◻ Fibromyalgia ◻ ◻ ◻ 
Depression ◻ ◻ ◻ Osteoarthritis ◻ ◻ ◻ 
Mentally Disabled ◻ ◻ ◻ Rheumatoid Arthritis ◻ ◻ ◻ 

Endocrine Respiratory 
Hyperthyroidism ◻ ◻ ◻ COPD ◻ ◻ ◻ 
Hypothyroidism ◻ ◻ ◻ Asthma ◻ ◻ ◻ 
Diabetes (Insulin Dependent) ◻ ◻ ◻ Emphysema ◻ ◻ ◻ 
Diabetes (Non-insulin Dependent) ◻ ◻ ◻ Hematologic/Lymphatic 
Ears, Nose & Throat Anemia ◻ ◻ ◻ 

Allergies/Hay Fever ◻ ◻ ◻ Bleeding Problems ◻ ◻ ◻ 
Post-nasal Drip ◻ ◻ ◻ Neurological 
Sinus Congestion ◻ ◻ ◻ Headaches ◻ ◻ ◻ 
Chronic Cough ◻ ◻ ◻ Migraines ◻ ◻ ◻ 
Dry Throat/Mouth ◻ ◻ ◻ Seizures ◻ ◻ ◻ 
Hearing Impairment ◻ ◻ ◻ Condition(s) Not Listed ◻ ◻ ◻ 
 
Height: ___________________     Weight: ___________________ 
 
 
If you checked yes and current to any of the above, please explain: 
 
_______________________________________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
_______________________________________________________________________________________ 



 
Financial Policy Acknowledgement: 
I understand that I am financially responsible for charges when services are rendered.  If my insurance is billed, I am responsible for 
services, materials and/or deductibles not covered.  I authorize Wise Eye Care to release information necessary to my insurance 
company to process claims submitted on my behalf. 
 
Signature: ___________________________________                       Date: ____________________ 
 
 
 
 
 
 
HIPAA:  Acknowledgement of “Notice of Privacy Practices” 
I understand that as part of my healthcare, this organization originates and maintains health records describing my health history, 
examination, test results, diagnoses, treatment and any plans for future care.  The “Notice of Privacy Practices” which describes these 
uses and disclosures in detail is posted to view in our office.  A copy can also be provided upon request. 
 
Print Name: _____________________________   Signature: ______________________________   Date: ____________________ 
 
 
 
 
 
 
Authorization to Release Medical Information: 
I authorize Wise Eye Care to release my medical records to the following:  all medical sources, including any health plan, physician, 
healthcare professional, hospital, clinic, laboratory, pharmacy, medical facility or other healthcare provider that has provided services, 
treatment or payment to me or on my behalf. 
 
Print Name: _________________________________                     DOB: ____________________ 
 
Signature: ___________________________________                      Date: ____________________ 
 
 
 
 
 
 
Authorization to Release Medical Information to Individual: 

◻ I do not agree. 
◻ I agree​ to release my healthcare information ​to the person listed below​.  They may receive any information related to my 
healthcare, prescriptions, diagnoses, treatment, procedures, schedules, completed chart, discharge summaries, consultations, 
lab work or any other care I receive.  This authorization, as may be applicable, extends to any medical records covered by 
privilege, including without limitation to psychiatric, psychological and mental testing and records; records relating to drug 
treatment and/or substance abuse; records relating to sexually transmitted diseases and/or social service notes. 

 
 
Name of Individual: 
 
 

Relation to Patient: Phone Number: 

Address: 
 
 

City, State and Zip Code: 

 
 
Signature: ___________________________________                      Date: ____________________ 
 
 


