Bradley Upshaw, O.D.

Karen Kopiko, O.D., F.A.A.O.

Patient Information

Full Name___________________________________________

Street_______________________________________________

City______________________ Zip Code__________________

Home Phone_________________________________________

Work Phone__________________________________________

Cell Phone___________________________________________

Email Address________________________________________

Social Security Number________________________________

Employer or School____________________________________

Occupation or Grade___________________________________

Status Married/ Divorced / Single / Widowed / Domestic Partner

Date of Birth ______________________  Age______________
Sex   M  F  

Emergency Contact Name_______________________________
Emergency Contact Phone______________________________
Medical Doctor_______________________________________

Address_____________________________________________

Phone_______________________________________________

What is the major purpose of this visit?____________________

____________________________________________________
Whom may we thank for referring you to our office?

____________________________________________________

If not referred, how did you choose our office?

(Insurance List

(Saw sign / office

(Yellow Pages

(Web page
(Other
Insurance Information

Vision Insurance______________________________________

Subscriber Name _____________________________________

Subscriber SSN ______________________________________

Subscriber Date of Birth ________________________________

Primary Medical Insurance______________________________

Subscriber name______________________________________

Subscriber SSN_______________________________________

Subscriber Date of Birth ________________________________
Do you participate in a flexible spending account    (Yes
I authorize the payment of any eye care and or medical benefits indicated above to my Doctor of Optometry.  I understand that I may have co-payments or overages (costs not covered by my vision and or medical plan), and I am ultimately responsible for all fees incurred.

Patient or Responsible Party’s Signature:

____________________________________________________

Date _______________________________________________
We Welcome you to Our Office

Vision Consultation Questionnaire

Do you…  please check if your answer is yes
Work on a computer?  
(Yes         How many hours? ______

Spend time outdoors?   
(Yes         How many hours? ______

Need prescription sunwear?    
      
(Yes

Need a Back-Up Pair of prescription glasses?      
       
(Yes

Need Safety Glasses for work?                                           
(Yes       Prefer to not wear your glasses at times?                            
(Yes

Interested in Laser Vision Correction Surgery?
       (Yes

Have interest in Contact Lenses?
(Yes
Have interest in thinner, lighter lenses

       (Yes        

Have interest in trying the latest in contact lens designs?   (Yes 

Have interest in contacts you can sleep in overnight? 
       (Yes          

Have interest in colored contact lenses?

       (Yes

Have interest in Bifocal or Multifocal Contact Lenses?      (Yes      

Have Children?               



       (Yes                                                        
Names and ages:______________________________________

________________________________________________________________________________________________________

Have Family Members in need of an eye exam?  
        (Yes        

Have any Activities or Hobbies that you enjoy?
        (Yes          

Please List:  ____________________________________________________________________________________________________________________________________________________________

Patient Eye History
Date of Last Eye Exam_________________________________

Do you wear glasses?


 
        (Yes
If yes, How old is your present pair of lenses?_______________

Do you wear contact lenses? 


        (Yes
If yes, what type:
   Rigid       Soft        Extended Wear      
Are they comfortable?    


    
        (Yes
Type of Contact Lens Solution___________________________

Have you had any Eye Diseases or Conditions?  
        (Yes
If yes, please describe__________________________________

Have you had any injuries or surgeries to your eyes?          (Yes
If yes, please describe__________________________________

Patient Medical History
List any medications you are taking_______________________

____________________________________________________

________________________________________________________________________________________________________

List any allergies to medications _________________________

____________________________________________________________________________________________________________________________________________________________
Patient Medical History Cont.
List all major injuries, surgeries or hospitalizations___________

____________________________________________________________________________________________________________________________________________________________

Mark any of the following that you have had

Crossed Eyes

(
Lazy Eyes

(
Drooping Eyelid

(
Glaucoma

(
Retinal Disease

(
Cataracts

(
Eye Infections

(
Eye Surgeries

(

Are you pregnant or nursing?
 (Yes
Review of Systems
Do you currently, or have you ever had any problems in the following areas?:

SYSTEM



Yes
No

Constitutional



Fever, weightloss/Gain

(
(

INTEGUMENTARY (skin)

(
(

NEUROLOGICAL

Headaches


(
(

Migraines


(
(

Seizures



(
(
EYES
Loss of Vision


(
(

Blurred Vision


(
(

Distorted Vision/Halos

(
(

Loss of Side Vision

(
(

Double Vision


(
(

Dryness



(
(

Mucous Discharge

(
(

Redness



(
(

Sandy or Gritty Feeling

(
(

Itching



(
(

Burning



(
(

Foreign Body Sensation

(
(

Excess Tearing/Watering

(
(

Glare/Light Sensitivity

(
(

Eye Pain/Soreness

(
(

Chronic Infection of Eye or Lid
(
(

Styes or Chalazion

(
(

Flashes/Floaters in Vision

(
(

Tired Eyes


(
(
ENDOCRINE


Thyroid/Other Glands

(
(
EARS, NOSE, MOUTH, THROAT



Allergies/Hay Fever

(
(

Sinus Congestion


(
(

Runny Nose


(
(

Post-Nasal Drip


(
(

Chronic Cough


(
(

Dry Throat/Mouth

(
(
RESPIRATORY


Asthma



(
(

Chronic Bronchitis

(
(

Emphysema


(
(
VASCULAR/CARDIOVASCULAR


Diabetes



(
(

Heart Pain


(
(

High Blood Pressure

(
(

Vascular Disease


(
(
GASTROINTESTINAL


Diarrhea



(
(

Constipation


(
(
GENITOURINARY


Genitals/Kidney/Bladder

(
(
BONES/JOINTS/MUSCLES


Rheumatoid Arthritis

(
(

Muscle Pain


(
(

Joint Pain


(
(
LYMPHATIC/HEMATOLOGIC


Anemia



(
(

Bleeding Problems

(
(
ALLERGIC/IMMUNOLOGIC

(
(
PSYCHIATRIC



(
(
If you answered YES to any of the above, please explain:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY

Do you have visual difficulties driving?      (Yes
Do you Smoke?      (Yes  If yes, how many years?  _______

Do you abuse alcohol?    (Yes
Do you use controlled substances?    (Yes
FAMILY MEDICAL/EYE HISTORY
Is there a family history of any of the following (parents, grandparents, children living or deceased) check all that apply



Relationship to You
Blindness

(____________________________
Crossed Eyes

(____________________________
Glaucoma

(____________________________

Macular Degeneration
(____________________________

Retinal Problems

(____________________________

Diabetes


(____________________________

High Blood Pressure
(____________________________

Heart Disease

(____________________________

Other Eye Disease
(____________________________

Other 


(____________________________

Dr. Reviewed:____________________________  Date:_______
