
P
A

T
IE

N
T

  
IN

F
O

R
M

A
T

IO
N

Patient Name referred name or nickname (if applicable)

Street Address City State Zip

Home Ph# Cell# Birth Date arent uardian if applicable  

Occupation Employer Work#

Email How did you hear about us?

   Date of last eye exam Dilated? Y / N

Check any that apply:     Dry Eyes       Blurred Vision       Eye Strain       Lazy Eye       Flashes/Floaters       Itchiness 
List any other problems

Any eye ?  Y / N

Do you wear glasses?  Y / N

Type

Do you wear contacts?  Y / N

Right  Left Date 

 Brand

Signature:   Date

:

PAT I E N T M E D I C A L H I S TO R Y

Do you or a family member have problems with any of the following (please check all that apply):

SELF / FAMILY SPECIFY SELF / FAMILY SPECIFY

ardiovascular ist other ye onditions

We believe checking your eye health is ust as important as your vision  As there are no pain receptors in the back of the eye, most ocular 
and systemic issues such as glaucoma, macular degeneration, diabetes, and high blood pressure have no symptoms aside from vision loss.

Our doctors request that new patients have the  procedure performed at the initial visit in order to establish a 
baseline to track your eye health over time. This advanced technology allows us to scan your retina WITHOUT the side effects of dilation.  

edical and vision insurances do not cover this service.  There is a  for this procedure.

lindness

ataracts 

 

laucoma

etinal etachment

iabetes  

ancer

High lood ressure

Headaches

ist other edical onditions

Current Medications  

 

eason for today s visit

 to have the Optomap etinal Imaging and understand it will provide a permanent baseline comparison for future visits.  
I understand that based on the doctor s assessment of the scan and e amination that dilation may also be recommended. 
I am aware that this procedure is an additional  fee. 

the Optomap etinal can and choose to be dilated today. I understand that dilation will take an additional  
minutes and that my eyes will be more light sensitive and my vision will be blurry mostly on the computer and while reading  for 
about  hours. I am aware that this procedure is included with my routine e amination.
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Signature:   Date

 
 

 
 

F I N A N C I A L AR R A N G E M E N T S

:

•

•

 
the 

original e am date and a new e am will be required.

 
 

 
 
 

from service date.

ontact ens evaluations must be performed within  days of the routine health evaluation. A new full 
e am is required after the  day period. All contact lens evaluations include unlimited follow ups for  
days. Any issues with the contact lenses must be brought to our attention within the  days. ollowing  
days, an office visit charge will be incurred. 
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