
MEDICAL INFORMATION

FAMILY HISTORY (BIOLOGICAL / ADOPTED __

LIST BELOW BROTHERS AND SISTERS OFPATIENT:

NAME AGE GLASSES? DESCRIBE DISEASE OR ABNORMAL EYE CONDITION

LIST BELOW (BLOOD RELATIVE) FATHER, MOTHER, GRANDPARENTS, UNCLES, AUNTS AND COUSINS WHO HAVE A HISTORY OF SERIOUS

DISEASE OR MISALIGNED EYES (STRABISMUS):

RELATIONSHIP GLASSES? DESCRIBE DISEASE OR ABNORMAL EYE C_ONDITION

DO ANY DISEASES RUN INTHE FAMILY? ..............................................................................................................................................•..•............. OYES 0 NO

(ESPECIALLY NOTE CROSSED EYES, AMBLYOPIA (LAZY EYE), BIRTH DEFECTS, NEUROLOGICAL DISEASE?)

IFSOWHATI _

BIRTH HISTORY

WAS THE BABY PREMATURE? 0 YES 0 NO HOW MANYWEEKS? BIRTHWEIGHT _

WAS THERE ANYTROUBLEWITH DELIVERY? OYES 0 NO

WAS THERE ANY BREATHING OR FEEDING PROBLEM INTHE FIRSTWEEK OR SO? ..............................................................................•.... OYES 0 NO

WAS THERE ANY TROUBLE OR DELAYED SITTING, WALKING, TALKING OR DEVELOPMENT? OYES 0 NO

ARE THERE ANY OUTSTANDING SCHOOL DIFFICULTIES? OYES 0 NO

MEDICAL HISTORY

HAS THE CHILD'S REGULAR DOCTOR SUSPECTED OR DIAGNOSED ANY SERIOUS ILLNESS? OYES 0 NO

IFSO,WHATI_. _

DOES THE CHILD TAKE MEDICATIONS OR TREATMENTS FREQUENTLY OR REGULARLY? ......................................................................•.. 0 YES 0 NO

IFSO,WHATI ~ _

IS HE/SHE KNOWN TO BE ALLERGICTO ANY MEDICATION? (SUCH AS ANTIBIOTICS, IODINE, TAPE) ..........................•...........•................. OYES 0 NO

IS HE/SHE KNOWN TO BE ALLERGICTO ANY ENVIRONMENT? oYES 0 NO

EYE HISTORY

HAS THE CHILD EVER HAD EYE CARE BEFORE? 0 YES 0 NO

BY? WHATCI1Y? DATE OF LAST EYE EXAM? _

ARE GLASSES WORN? 0 YES 0 NO

AGE FIRSTWORN? _

HAS HE/SHE EVER HAD AN EYE INJURY? .......................•..................................................................................................................................... 0 YES 0 NO

HAS HE/SHE EVER HAD AN EYE OPERATION? ................................................................................................................................................•..... 0 YES 0 NO

REASON FORVISIT:

I authorize use of this form on all my insurance submissions and release of information to all my insurance companies. I authorize my doctor to act as my agent in
helping me obtain payment from my insurance companies and to have payments made directly to my doctor. A copy of this authorization may be used in place of the
original. This information is accurate and true to the best of my knowledge. I understand that I am responsible for paying for services rendered, and interest charges
of 1 1/2 percent per month shall accrue on payments not made within 60 days. In the event payment is not made and the account is referred to a collection agency
or attorney, Iwill pay the costs of collection including attorney's fees and costs incurred. A fee 01$25.00 will be charged on all checks returned for insufficient funds.

Signature ---- __ Date-----------------




