
PATIENT INFORMATION - Fill Out Completely (Please Print)
 (Mr.     Last Name
                                First Name                                
     M. Initial     Sex
              Birth Date   
  Age
 (Mrs.





                                                                    
          (Male

 (Ms.





                                   

           
          (Female


 


Home Address


                      City    

State            
Zip                          Cell Phone: 








                    
 
                   (          ) 
 



Occupation
              Employer 

                                  Social Security #  (For insurance purposes)      Work Phone













           (          ) 

      


Date

              How did you hear about us?                       E-mail Address (For correspondence)
               Home Phone (if different from cell)












(         )

What is your main concern that brings you to the office today?







I am here for (check):  ( Eye Exam (not for contacts)   ( Contact Lens Exam  ( Glasses  ( Contacts  ( Laser Evaluation
Name of last eye doctor or location: 



How long since last eye exam (approx):


Do you have difficulty seeing in the distance?   (No  (Yes    Do you difficulty seeing up close?   (No  (Yes    
Wearing glasses or contacts, do you still have difficulty seeing far away?    (No  (Yes    
Wearing glasses or contacts, do you still have difficulty seeing up close?
(No  (Yes    
Please check ( Yes  or No if you have the following conditions or if there is a family history:


 Self    
           Family



            
Self
           Family

Cataracts

(Yes  (No    (Yes  (No

High Blood Pressure
(Yes  (No    (Yes  (No
Glaucoma

(Yes  (No    (Yes  (No

High Cholesterol
(Yes  (No    (Yes  (No
Macular Degeneration
(Yes  (No    (Yes  (No

Heart Disease

(Yes  (No    (Yes  (No
Retinal Detachment
(Yes  (No    (Yes  (No

Diabetes

(Yes  (No    (Yes  (No
List other medical / health conditions












Are you taking any medications? ( No   ( Yes  If yes, please list:






                                                                                                                 
Do you have any allergies to medications? ( No  ( Yes   If yes, please list:______________________________ 

Do you smoke? ( No  (  Yes  If yes, how long?









Are you pregnant?   (No  (Yes  or  (N/A 
Are you nursing?    (No  (Yes  or  (N/A
Primary Physician’s First & Last Name:_______________________________Phone #:




Please Check ( Yes or No to the following symptoms:  
Blurred Vision (Yes  (No    Floaters       (Yes  (No   Breathing Difficulty  (Yes  (No   Sore Throat 
 (Yes  (No    
Eye Pain
(Yes   (No    
Headaches  (Yes  (No   Urinary  Problems     (Yes  (No   Nausea        
 (Yes  (No    
Red Eye
(Yes   (No    
Cough
       (Yes  (No   Memory Problems     (Yes  (No   Vomiting    
 (Yes  (No    
Itchy Eye
(Yes   (No    
Joint Pain   (Yes  (No   Abdominal Pain        (Yes  (No   Numbness        (Yes  (No    
Double Vision
(Yes   (No    Chest Pain  (Yes  (No   Speech Problems       (Yes  (No   Skin Problems (Yes  (No    
What EYE infections, injury or surgery have you ever had?









What sports and hobbies do you enjoy?











Have you ever worn contact lenses?
( No   ( Yes   Do currently wear contacts now?   ( No     (Yes  

If you wear contacts now, what kind?  Disposable/Soft    Astigmatism/Toric   Colored   Hard/Rigid
Do you know the name or brand of your contacts? (No  (Yes  If yes, what are they?




Do you sleep with contacts in your eyes overnight?  ( No ( Yes  If yes, how many nights in a row?


How often do you replace each pair of contacts?










Approximately how old is the pair of contact lenses you are currently using?



_____

What is the power of your current contacts?  Right



  Left 





I agree to have the office of Dr. Russell Ng, O.D. Inc. bill my insurance today and for all future services.  I agree to pay for any services my insurance does not pay. I acknowledge that I received a copy of Dr. Russell Ng, O.D., Inc’s notice of privacy practice.
Patient’s or Representative’s Signature:




Relationship to Patient:


Office use: 2nd visit date:_____  pt initial _____  3rd visit date:_____  pt initial _____ 4th visit date:____pt intial_____

