[bookmark: _wioq6542dfu]Patient Intake Form
To enhance your service experience and reduce wait times, kindly complete our form. Your input will help us serve you more efficiently.
[bookmark: _c18ubwxe0hmh]Patient Demographics
First Name:					Last Name:				Date of Birth:			
Sex (circle one): Male/Female		
Email:								Cell Phone:(		)			
Preferred Name:					
Street Address:										
City:							State:				Zip:			

Insurance
Medical Insurance
Insurance Provider:						
Insurance Patient ID:					Insurance Group:			
Patient Relationship to Insured:					
Insured Name:				Insured DOB:		Insured last SSN:		

Vision Insurance
Insurance Provider:						
Insurance Patient ID:					Insurance Group:			
Patient Relationship to Insured:					
Insured Name:				Insured DOB:		Insured last SSN:		
[bookmark: _nfdgz4owkwry]Reason For Visit
	What is your main reason for this visit?
· Annual Eye Exam
· Glasses Prescription
· Contact Lens Prescription
· Medical Follow Up
· Myopia Control
· Other:				
	Occupation:____________________


Primary Care Provider:__________________


[bookmark: _ml2l4dwofvrw]Medications & Allergies
Please list medications you are currently taking, including dosage, eye drops, vitamins, supplements, and birth control pills and frequency if known:





Please list any known environmental or medical allergies or list NONE:




[bookmark: _uqcwfzvzrkzz]Family History
	
	Father
	Mother
	Sibling
	Grandparent

	Cancer
	
	
	
	

	Diabetes Type 1
	
	
	
	

	Diabetes Type 2
	
	
	
	

	Hypertension
	
	
	
	

	Cataracts
	
	
	
	

	Macular Degeneration
	
	
	
	

	Glaucoma
	
	
	
	

	Thyroid
	
	
	
	



[bookmark: _eum62ks8z7t5]Social History
	Do you drink?
	Yes/No
	If Yes, please indicate the amount:

	Do you smoke?
	Yes/No
	If Yes, please indicate the amount:

	Do you use recreational drugs?
	Yes/No
	If Yes, please indicate the amount:


Are you pregnant or nursing?	 Yes/No
[bookmark: _or1kd0pl9ahg]Past Surgeries
	Please indicate any past surgeries:







[bookmark: _8hvl33yynkhn]
[bookmark: _w2icw53jsjrs]
[bookmark: _ddrb3l859qv0]

Name (Printed):							

Signature:								

Date:									
