NEW PATIENT REGISTRATION AND MEDICAL HISTORY FORM
PATIENT NAME________________________________________________DATE:_________________________________
DATE OF BIRTH__________________________________DATE OF LAST EYE EXAM________________________________
ADDRESS___________________________________________________________________________________________
DAYTIME PHONE____________________________________CELL PHONE______________________________________
EMAIL_____________________________________________________________________________________________
PERSON/RELATIONSHIP COMPLETING FORM IF OTHER THAN PATIENT:_________________________________________

GUARDIAN INFORMATION (IF PATIENT UNDER 18 YEARS OF AGE)
NAME_____________________________________________________________________________________________
ADDRESS___________________________________________________________________________________________
PHONE____________________________________________CELL PHONE______________________________________
EMAIL_____________________________________________________________________________________________

PRIMARY INSURANCE INFORMATION:
PROVIDER NAME___________________________________________PROVIDER PHONE__________________________
MEMBER NAME____________________________________________
POLICY/ID NUMBER______________________________GROUP NUMBER______________________________________
SECONDARY INSURANCE INFORMATION:
PROVIDER NAME__________________________________________PROVIDER PHONE___________________________
MEMBER NAME___________________________________________
POLICY/ID NUMBER_____________________________GROUP NUMBER_______________________________________
VISION INSURANCE INFORMATION:
PROVIDER NAME__________________________________________PROVIDER PHONE____________________________
MEMBER NAME___________________________________________
POLICY/ID NUMBER_____________________________GROUP NUMBER_______________________________________

PRIMARY CARE PHYSICIAN INFORMATION:______________________________________________________________
PREFERRED PHARMACY INFORMATION:_________________________________________________________________

ARE YOU PREGNANT OR NURSING:   ___YES    ___NO 

PLEASE INDICTATE ANY PROBLEMS IN THE FOLLOWING AREAS: IF YES, PROVIDE INFORMATION
	
	REVIEW OF SYSTEMS
	YES
	NO
	EXPLANATION OF PROBLEM

	EYES (glaucoma, cataract, macular degeneration, etc)
	
	
	

	Loss of Vision
	
	
	

	Blurred vision
	
	
	

	Fluctuating vision
	
	
	

	Distorted Vision, halos
	
	
	

	Loss of side vision
	
	
	

	Double Vision
	
	
	

	Dryness
	
	
	

	Mucous Discharge
	
	
	

	Redness
	
	
	

	Sandy Gritty feeling
	
	
	

	Itching
	
	
	

	Burning
	
	
	

	Foreign body sensation
	
	
	

	Excess tearing, watering
	
	
	

	Glare/light sensitivity
	
	
	

	Eye pain or soreness
	
	
	

	Infection of eyelid (Blepharitis, stye)
	
	
	

	Tired eyes
	
	
	

	Crossed eyes, lazy eye
	
	
	

	Drooping of eyelid
	
	
	

	GENERAL/CONSTITUTIONAL (Fever, weight loss, etc)
	
	
	

	EARS, NOSE THROAT (sinus, ear infection, chronic cough, dry mouth, etc)
	
	
	

	CARDIOVASCULAR (heart failure, high blood pressure, etc)
	
	
	

	RESPIRATORY(Asthma, emphysema, etc)
	
	
	

	GASTROINTESTINAL (stomach uclers, intestinal disease, Crohns, etc)
	
	
	

	GENITAL, KIDNEY, BLADDER
	
	
	

	MUSCULOSKELETAL (Arthritis, etc)
	
	
	

	SKIN (acne, warts, skin cancer, etc)
	
	
	

	NEUROLOGICAL (Stroke, Multiple sclerosis, etc)
	
	
	

	PSYCHIATRIC (Anxiety, depression, insomnia, etc)
	
	
	

	ENDOCRINE (Diabetes, thyroid, etc)
	
	
	

	BLOOD/LYMPH (Cholesterolemia, anemia, etc)
	
	
	

	ALLERGIC/IMMUNOLOGIC (hay fever, lupus, Sjogrens, etc)
	
	
	



FAMILY HISTORY
If Yes, please list M=Mother F=Father S=Sibling GP=Grandparent
	DISEASE
	YES
	NO
	RELATIONSHIP

	Macular Degeneration
	
	
	

	Cataract
	
	
	

	Glaucoma
	
	
	

	Cancer
	
	
	

	Diabetes
	
	
	

	Heart Disease/High Blood Pressure
	
	
	

	Thyroid Disease
	
	
	

	Other
	
	
	



LIST OF CURRENT MEDICATIONS
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any Allergies to any medications?    ___ YES     ___  NO   
If yes please list the medications:_________________________________________________________________
____________________________________________________________________________________________

SOCIAL HISTORY:
Occupation__________________________________________________________________________________
Education (High school, vocational school, college degree)____________________________________________
Do you drive? 	              ____YES      ___NO 	Visual difficulty when driving?  ____YES     _____NO
Do you drink Alcohol?	____YES    ____NO	if yes, how much per day_______________________________
Do you smoke?  	____YES    ____NO	if yes, how much per day_______________________________

GLASSES HISTORY:  Check all that apply
What glasses do you own?
Bifocals	___	 
Distance vision	 ___
Progressive lens   ___
Reading	 ___
Safety glasses ___
Sports glasses ___
Sunglasses ___
Trifocals ___
Back up pair ___

CONTACT LENS HISTORY: Check all that apply
What brand of contacts do you wear?_____________________________________________
How old are your current contact lenses?__________________________________________
How often do you replace them?_________________________________________________
What solution do you use for soaking?_____________________________________________
What is your typical wearing Schedule?____________________________________________


ANY QUESTIONS, CONCERNS?
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



WE LOOK FORWARD TO SERVING YOUR EYE CARE NEEDS.
The Doctors and staff of MacQueen Eye Care Center, LTD
	

