NEW PATIENT HISTORY

PRIMARY EYECARE CENTER

Elaine L. Cormier, O.D., Steven Sage Hider, O.D., Quyen T. Immoos, O.D., Lauren R. Tobin, O.D.

Name - Mr./Mrs./Dr. Today’s Date

Nickname/Preferred Name Sexx: M F Employer or School

Address Occupation or Grade

City, ZIP Medical Doctor /Exam

Phone (H) (W) Last Eye Exam

Birth Date SS# Referred by

Spouse / Parent Name E-mail

Reason for today’s visit

Method of Payment Office Payment Policy

O Private O Medicare O Medi-Cal 1. Payment is due when services rendered.

O Vision Insurance 2. Balance of account is due at dispensing

O Medical Insurance 3. Finance charge is 2% per month on payments
*Please give all insurance cards to the receptionist to copy. not made within 25 days of statement receipt.

Personal Medical History

Do you have any allergies to medications ? O No O Yes (list)
List all medications you take including oral contraceptives, aspirin, over-the-counter medications, vitamins and herbal
medications:

List all major injuries, surgeries and hospitalizations you have had:

Circle any of the following that you have had. Crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma,
retinal disease, cataracts, eye infections, or eye surgery. Describe:

Are you pregnant or nursing? O No O Yes When are you due?

Do your wear glasses? O No O Yes How old are your glasses?
Do you wear contact lenses? O No 0O Yes How old is this pair of lenses?
Type of contact lenses O Rigid O Soft O Toric Brand of contact lenses:

Are you interested in refractive surgery (i.e. LASIK)? O No 0O Yes

Family Medical History

Please note any family history (parents, grandparents, siblings, children: living or deceased) for the following:
Yes No ? Relationship to you

Blindness

Cataracts

Crossed Eyes

Glaucoma

Macular Degeneration

Retinal Detachment/Disease

Arthritis

Cancer

Diabetes

Heart Disease

High Blood Pressure

Kidney Disease

Lupus

Thyroid Disease

Other

OO0O0OO0OO0OO0OO0O0O00O0OO0OooOoO
OO0O0OO0OO0OO0OO0O0O00O0OO0OooOoO
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COMPLETE OTHER SIDE




Social History
(All information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.)
O Yes, | would prefer to discuss my Social History information directly with my doctor.

Do You drive? O No 0O Yes If yes, do you have visual difficulty when driving? O No 0O Yes

If yes, please describe:
Do you use tobacco products? O No 0O Yes type/amount/how long:

Do you drink alcohol? O No O Yes type/amount/how long:
Do you use illegal drugs? O No 0O Yes type/amount/how long:
Have you ever been exposed to or infected with: O Gonorrhea O Hepatitis O HIvV O Syphilis

Review of Systems
Do you currently, or have you ever had significant problems in the following areas:
Yes No ? Yes
Constitutional Ears, Nose Mouth, Throat
Fever, Weight Loss / Gain Allergies / Hayfever
Skin Conditions Sinus Congestion
Neurological Runny Nose

Z
o
~)

Headaches Post Nasal Drip

Migraines Chronic Cough

Seizures Dry Throat / Mouth
Eyes Respiratory

Loss of Vision Asthma

Blurred Vision Chronic Bronchitis

Distorted Vision / Halos Emphysema

Loss of Side Vision Cardiovascular

Double Vision Diabetes

Dryness Heart Pain

Mucous Discharge High Blood Pressure

Redness Vascular Disease/Cholesterol

Sandy or Gritty Feeling Gastrointestinal

Itching Diarrhea

Burning Constipation

Foreign Body Sensation
Excess Tearing / Watering
Glare / Light Sensitivity
Eye Pain or Soreness

Genitourinary
Genital / Kidney / Bladder
Bones / Joints / Muscles
Rheumatoid Arthritis

Chronic Infection of Eye or Lid Muscle Pain
Sties or Chalazion Joint Pain
Flashes / Floaters in Vision Lymphatic / Hematology
Tired Eyes Anemia
Endocrine Bleeding Problems
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Thyroid / Other Gland Disorder
Psychiatric Condition
If you answered YES to any of the above or have a condition not listed above, please explain:

Allergic / Immunology
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For the best care of my health and vision, it may be necessary for my doctor to exchange information about my case
with my other health care providers. Also, in order to bill my insurance, information from my case will need to be
exchanged with my insurance carrier. The doctors at the Primary Eyecare Center will follow the proper procedures to
protect my privacy and release information only when required.

| grant permission to the Primary Eyecare Center to exchange information from my records with my insurance
carrier and my other health care providers when appropriate.

Patient Signature Date




