    WELCOME TO OUR OFFICE
       GARY R SAKS O.D.      KELVIN NGUYEN O.D.      JACQUELIN LE O.D.

DATE_________________ 

NAME____________________________________________________BIRTHDATE____________________ MALE[    ]       FEMALE [    ] 
ADDRESS__________________________________________________CITY______________________STATE_______ZIP_____________
HOME PHONE(        )___________________ WORK PHONE(          ) ______________________CELL(          )________________________
OCCUPATION (OR GRADE)________________________________ EMPLOYER(OR SCHOOL) ___________________________________
MARITAL STATUS__________SPOUSE’S NAME ________________________OCCUPATION_____________________________________
PERSON RESPONSIBLE FOR ACCOUNT  ______________________________________________________________________________
NAME OF VISION INSURANCE_________________________MEMBER’S SSN OR I.D.# _________________________________________

IS THERE A  SECONDARY VISION INSURANCE TO COORDINATE BENEFITS ? ______________________________________________ 
SUBSCRIBER NAME&SSN_________________________________________PATIENT SSN______________________________________
HAS ANY HOUSEHOLD FAMILY MEMBER EVER BEEN EXAMINED AT THIS OFFICE?__________________________________________
WHOM MAY WE THANK FOR REFERRING YOU TO OUR OFFICE?__________________________________________________________

MEDICAL HISTORY




SELF

FAMILY

 




DIABETES


[      ]

[      ]






HYPERTENSION

[      ]

[      ]


HEART DISEASES

[      ]

[      ]

CHOLESTEROL

[      ]

[      ]

OTHER CONDITIONS

[      ]

[      ]

PLEASE EXPLAIN___________________________________
OCULAR HISTORY





SELF

FAMILY



SELF

EXPLAIN

 
GLAUCOMA


[      ]

[      ]

DRY/RED EYES
[      ]  
_________________________

 

CATARACTS


[      ]

[      ]

ITCHY/WATERY EYES
[      ]
_________________________

 

MACULAR DEGENERATION
[      ]

[      ]

FLASHES/FLOATERS
[      ]
_________________________
RETINAL DETACHMENT
[      ]

[      ]

DOUBLE VISION
[      ]
_________________________
BLINDNESS/LAZY EYE

[      ]

[      ]

LOSS OF VISION
[      ]
_________________________
EYE SURGERIES

[      ]
___________________ SENSITIVE TO GLARE [      ]    _________________________
CURRENT MEDICATIONS INCLUDING EYE DROPS___________________________________________________________

______________________________________________________________________________________________________

PLEASE LIST ANY DRUG ALLERGIES_______________________________________________________________________
LAST EXAM DATE_________________

IS THIS EXAMINATION FOR GLASSES OR CONTACT LENSES?_________________________________________________

PLEASE EXPLAIN REASON(S) FOR TODAY’S VISIT: 
_______________________________________________________________________________________________________

PATIENT/GUARDIAN SIGNATURE___________________________________________________________________________  

