Welcome to Norton Eye Care

Date: / /
Patient Information
Name: Nickname:
Address:
Apt #: City: State: Zip:
Cell Phone: Home Phone:
Work Phone: Email Address:
Preferred Communication: COPhone OEmail
Date of Birth: / / Social Security Number: - -
Assigned Gender: [OMale OFemale Marital Status: [0Single  OMarried  [Other

Current Gender Identity: [(OMale [COFemale [OOther

Preferred Pronouns: [OHe/Him [OShe/Her OThey/Them [OOther

Guardian: Relationship:

Phone Number:

Emergency Contact: Relationship:

Phone Number:

How did you hear about us?

Primary Care Physician:

Previous Eye Doctor: Last Eye Exam: / /

Social History

Drink: OYes [INo If yes; Frequency: Amount:

Smoke: OYes [ONo If yes; O Marijuana [ Tobacco Frequency: Amount:

Visual Needs Assessment
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Employer: Occupation:

Sports/Hobbies:

Hours of Computer Usage/ Day: Hours Outside/ Day:
Hours Before Reading Fatigue: Daily Driving Distance:

| wear: (Check all that apply)

[0 Glasses Full Time [ Bifocal [0 Progressive (No-line Bifocal) [ Driving/ Distance Glasses
0 Reading Glasses [ Prescription Sunglasses [ Non-Prescription Sunglasses [ Safety Glasses

OContact Lenses Contact Brand:

How long do you wear your contacts before you throw them away?

Do you sleep in your contacts? [Yes [INo

Contact Lens Solution: COpti-Free OBioTrue CClear Care CORenu OGeneric

O Other:

Personal Medical History

Major Injuries/Surgeries:

Medications:

Eye Drops:

Allergies: Drug:

Environmental Allergies:

Latex: Yes/ No

Personal Medical History (Continued)

Constitutional Neurologic Cardiovascular Respiratory
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LCancer

ODevelopmental Disabilities
OFatigue

OOther

Ear/Nose/Throat
COHearing Loss
OSinusitis

ODry Mouth
CLaryngitis

Endocrine

OType 2 Diabetes Mellitus
OType 1 Diabetes Mellitus
COHerpes Simplex
OThyroid Dysfunction
OHormonal Dysfunction

O Glaucoma
O Inflammatory Disorder
O Keratoconus

amMsS

OEpilepsy
CICerebral Palsy
OTumor
OMigraine

COHigh Blood Pressure
OStroke/CVA

COHeart Disease
OVascular Disease
OCongestive Heart Failure

CJAutism Spectrum Disorder

Psychiatric
ODepression

COADD/ADHD
CJAnxiety
OBipolar Disorder

Gastrointestinal
COCrohn’s
CColitis

COUlcer

CAcid Reflux

Genitourinary
OKidney Disease

CProstate Disease
OSTD

CPregnant/ Nursing
CIProstate Hypertrophy

Musculoskeletal
COsteoarthritis
OArthritis
CFibromyalgia
OMuscular Dystrophy
CCeliac Disease
ClOsteoporosis

LGout

OANnkylosing Spondylitis

Personal Ocular/ Eye History

L1 Cataract
O Nystagmus
O Injury

L] Surgery
O Strabismus
I Dry Eye

OAsthma
OBronchitis
OEmphysema
(ISleep Apnea
CChronic Obstruction

Integumentary
CJEczema
[JRosacea
OPsoriasis
[OCold Sores
OShingles

Hematologic/Lymphatic

OAnemia
OUlcer
COHigh Cholesterol

Autoimmune
CORheumatoid arthritis
OSjogren’s

ULupus

O Patching
O Amblyopia
O Flashes

O Floaters O Light Sensitivity O Iritis/ Uveitis Oltchy/ Gritty
[ Eyestrain 0 Double Vision I Night Vision Difficulty
0 Age Related Macular Degeneration 0 Retinal Degeneration/ Hole/ Detachment
OOther:
Family History

Medical Ocular
OHigh Blood Pressure OGlaucoma OAge-Related Macular Degeneration
CDiabetes CICataract OlInflammatory Disorder
CCancer CSurgery ORetinal Degeneration/Hole/Detachment
OThyroid OPatching LlKeratoconus
OOther: OStrabismus OCorneal Disorders

OAmblyopia UDry Eye

CINystagmus COther:




