Medical History Questionnaire
LIFETIME

VisioN CENTER

330 Dillard = Forrest City, AR 72335 « Phone (870) 633-1174

Name Today’s Date: / /
Address: City, State, Zip
Home Phone: Work Phone: Cell Phone:
Birth Date: / / Social Security #: / / Last Eye Exam: / /
Height: Weight: Pharmacy: M/F
Name of Medical Doctor: Last Medical Exam: / /
If Patient is under 18 years old please complete: Social Security#:
Parent or Guardian’s Name: Place of Employment
Email:

Medical History

Do you have any allergies to medications O no (yes Ifyes, explain:

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations you have had:

- List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, cataracts,

eye infections or eye injury:
Are you pregnant and/or nursing? O no D yes

Do you wear glasses? Ono Oyes Ifyes, how old is your present pair of lenses?
Do you wear contact lenses? Ono Oyes Ifyes, how old is your present pair of lenses?
Family History

Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:

v

DISEASE/CONDITION NO YES RELATIONSHIP TO YOU

Blindness a a a
Cataract 0 a m)
Crossed Eyes 0 O 0
Glaucoma ) O O
Macular Degeneration a ) 0
Retinal Detachment/Disease O O d
Arthritis ) 0 0
Cancer ) ) 0
Diabetes ) O a
Heart Disease ) ) a
High Blood Pressure 0 0 0
Kidney Disease o O m
Lupus O 0 0
Thyroid Disease 0 ) )
Other O O O

*Please turn this form over and complete side two¥ DOW #20820



Social History
Married [J Single [ Divorced [J Widowed [
Doyoudrive Ono Ovyes  Ifyes,do you have visual difficulty when drivingg Ono yes If yes, please describe:

Do you use tobacco products? O no Oyes If yes, type/amount/how long:

Do you drink alcohol? Ono Oyes If yes, type/amount/how long:

Do you use illegal drugs?Ono O yes If yes, type/amount/how long:

Have you ever been exposed to or infected with: (J Gonorrthea (J Hepatitis O HIV (3 Syphilis

Review of Systems
Do you currently, or have you ever had any problems in the following areas:
SYSTEM NO YES °? NO YES °?
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT
Fever, Weight Loss/Gain o 0o o Allergies/Hay Fever 0 o O
INTEGUMENTARY (Skin) o o o Sinus Congestion o 0 0
NEUROLOGICAL Runny Nose o 0 O
Headaches m) 0o O Post-Nasal Drip o o 0
Migraines m] m) (m] Chronic Cough () o O
Seizures ) O 0 ny Thtoat/ 'Mouth () O |
EYES RESPIRATORY
Loss of Vision o o o Asthma o o o0
Blurred Vision 0 0 o Chronic Bronchitis ) o 0
) g Emphysema ) o ()
E;Z‘:;‘fegi;;’s\‘;’lgé Eabs g g g VASCULAR / CARDIOVASCULAR
. Diabetes (m) 0 ]
Double Vision o 0 ) Heart Pain o o 0
ﬁtyness . o o o High Blood Pressure o o O
ucous Discharge m) m) m) Vascular Dis a o O
Redness o o 2 GASTROINTESTINAL.
Sandy or Gritty Feeling (m) m] () Diarthea 0 0 0
Itching o 0 0 Constipation o o O
Buming , o o0 0 GENITOURINARY
Foreign Body Sensation g o 0O Genitals/Kidney/Bladder o o o
Excess Tearing/Watering ) o () BONES / JOINTS / MUSCLES
Glare/Light Sensitivity o o0 0o Rheumatoid Arthritis o o o
Eye qu or So_reness . m) (m) ) Muscle Pain m) o o
C}_n'oruc Infecu_on of EyeorLid O m) O Joint Pain 0 (m) 0
Sties or Chalazion o o 0O LYMPHATIC / HEMATOLOGIC
Flashes/Floaters in Vision m) o ) Anemia (m) (m) O
Tired Eyes ) o o Bleeding Problems O o 0o
ENDOCRINE ALLERGIC / IMMUNOLOGIC () (m) m)
Thyroid/Other Glands o o o PSYCHIATRIC 0 o o0

If you answered YES to any of the above or have a condition not listed, please explain & list medications:
NOTICE OF PRIVACY POLICY AND INSURANCE INFORMATION PRACTICES OF LIFETIME VISION CENTER

AT LIFETIME VISION CENTER WE KEEP YOUR PERSONAL INFORMATION CONFIDENTIAL AND SHARE IT ONLY IN A RESPONSIBLE MANNER AS
NECESSARY TO PROVIDE YOU PRIMARY EYE HEALTH CARE AND PRODUCTS YOU PURCHASE FROM US OR TO OFFER YOU ADDITIONAL PROD-
UCTS AND SERVICE. WE MAINTAIN APPROPRIATE PHYSICAL, ELECTRONIC AND PROCEDURAL SAFEGUARDS TO ENSURE THE CONFIDENTIALI-
TY OF YOUR NONPUBLIC PERSONAL INFORMATION. WE FOLLOW SECURITY STANDARDS AND PROCEDURES TO HELP PREVENT UNAUTHORIZED
ACCESS TO PERSONAL INFORMATION. ONLY EMPLOYEES WHO NEED THE INFORMATION WE COLLECT FROM OR ABOUT YOU TO PROVIDE
PRODUCTS OR SERVICES TO YOU MAY ACCESS THE INFORMATION. EMPLOYEES ARE REQUIRED TO COMPLY WITH OUR ESTABLISHED POLICIES.

THIS OFFICE IS COMPLIANT WITH ALL US. HIPP.A. GUIDELINES.

Patient’s Signature Date



