IML PATIENT INFORMATION & MEDICAL HISTORY e

EYE CLINIC

PATIENT INFORMATION
First M.I. Last
Address City State Zip

Best Phone No E-mail

May we text or e-mail you when your glasses are ready? |:| Yes |:| No
Preferred contact method: [_] Call [ JText [_]E-mail

Sex: |:|Male |:| Female Marital Status: |:|Single |:| Married |:|Widowed
Date of birth SSN Spouse Name

Parent/guardian name(s), if patientis child

INSURANCE INFORMATION
Do you have insurance [_]Yes [_|No
Primary Cardholder DOB

Relationship to Patient

Cardholder's Employer Employer Phone
EYE-CARE HISTORY

Date of last medical exam Date of last eye exam

Previous clinic / eye doctor's name

Primary physician / clinic

Do you wear glasses? |:|Yes |:| No How old are your present glasses?
Do you wear contact lenses?[_|N/A [_]Daily [_]Weekly [ ]Monthly  Brand
Do you get headaches?  [_] Yes [_]No Does your neck getstiff?  [_]Yes [_]No

EYE AND GENERAL HEALTH HISTORY

Any eye surgeries orinjuries? [_|Yes [_|No Ifyes, please explain

Do you use eye drops? |:| Yes |:| No Ifyes, which drops and why?
Are you currently pregnant or nursing? [_]Yes [_JNo[_] N/A

Have you ever been diagnosed with?

Cataracts: [ Yes []No When?
Glaucoma: [JYes [JNo When?
Macular degeneration: [_] Yes [_|No When?

Other Information

CURRENT MEDICATIONS - Please list each medication and what it is taken for. If none, write NONE

Medication Taken For

1415 N Sanborn Blvd.
Office: 605-996-2020 Mitchell SD 57301 Fax: 605-990-3937



KRALL

EYE CLINIC

Drug Allergies

PATIENT INFORMATION & MEDICAL HISTORY CONTINUED

ALLERGIES

Environmental Allergies

Physical reaction(s) to the allergies listed above

PERSONAL MEDICAL HISTORY (REVIEW OF SYSTEMS): - PLEASE CHECK IF ANY OF THE FOLLOWING APPLIESTO YOU. IF YOU HAVE

NONE OF THESE CONDITIONS, PLEASE CHECK NONE.

Cardiovascular: [] None Endocrine: [JNone  |Respiratory: [INone
|:| Hypertension |:| Non-Insulin dependent diabetes |:| Asthma
[] Stroke [] Insulin dependent diabetes [] Bronchitis
[] Heartdisease [] Thyroid Problem [] Emphysema
[] vasculardisease [] Hormonal dysfunction [] copD
[] oOther [] Other [] other
Constitutional: [] None Psychiatric: [] None |Dermatologic: [] None
[] Cancer [] ADHD [] Eczema
[] Trauma/Large-volume blood loss [] Depression [] Rosacea
[] Developmental disability [] Schizophrenia [] Psoriasis
[ ] Other [ ] Other [ ] Other
Neurological: [INone Musculoskeletal: [J None  |Immunologic: [CINone
[ Multiple sclerosis [] osteoarthritis ] AIDS or HIV
[] Epilepsy [] Fibromyalgia [] Rheumatoid arthritis
O Cerebral palsy O Muscular dystrophy O Lupus
|:| Tumor |:| Ankylosing spondylitis |:| Neurofibromatosis
Other [] Other [] Other
Hematological: []None Gastrointestinal: [] None  |Ear/Nose/Throat: [INone
[] Anemia [] Crohn's disease [] Hearing loss
[] Leukemia [] Colitis [] Upper respiratory infection
[] other [] other [] other
Alcoholuse: [ ]JYes [ _|No Tobaccouse: [_|Yes [ _|No

FAMILY HISTORY

Has anyone in your family (grandparents, parents, siblings, or children; living or deceased) been diagnosed with:

Glaucoma [ Yes [ No High blood pressure [J Yes [INo
Cataracts [] Yes [] No Diabetes [] Yes []No
Blindness [ Yes [] No Cancer [] Yes []No
Macular Degeneration [_] Yes [_] No Heart disease [] Yes [INo
Crossed Eyes [ Yes [] No Thyroid disease [] Yes [INo
Retinal Detachment |:| Yes |:| No Lupus |:| Yes |:|No
Other family history
1415 N Sanborn Blvd.

Office: 605-996-2020

Mitchell SD 57301

Fax: 605-990-3937


KMartin
Cross-Out


	Sheet1 (3)

	Date: 
	Email: 
	Date of birth: 
	Spouse Name: 
	Parentguardian names if patient is child: 
	Primary Cardholder: 
	Relationship to Patient: 
	Cardholders Employer: 
	Employer Phone: 
	Date of last medical exam: 
	Date of last eye exam: 
	Previous clinic  eye doctors name: 
	Primary physician  clinic: 
	How old are your present glasses: 
	Brand: 
	If yes please explain: 
	If yes which drops and why: 
	Other Information: 
	Medication 1: 
	Medication 2: 
	Medication 3: 
	Medication 4: 
	Medication 5: 
	Medication 6: 
	Medication 7: 
	Taken For 1: 
	Taken For 2: 
	Taken For 3: 
	Taken For 4: 
	Taken For 5: 
	Taken For 6: 
	Taken For 7: 
	Drug Allergies: 
	Environmental Allergies: 
	Physical reactions to the allergies listed above: 
	Other family history 1: 
	Other family history 2: 
	Last: 
	First: 
	Zip: 
	Best Phone No: 
	Address: 
	SSN: 
	City: 
	State: 
	Ready_Yes: Off
	Call: Off
	Text: Off
	ContactEmail: Off
	Ready_No: Off
	Single: Off
	Married: Off
	Widowed: Off
	Insurance_Yes: Off
	Insurance_No: Off
	Male: Off
	Female: Off
	WearGlasses_Yes: Off
	WearGlasses_No: Off
	CardholderDOB: 
	Contacts_NA: Off
	Contacts_Daily: Off
	Contacts_Weekly: Off
	Contacts_Monthly: Off
	Headaches_Yes: Off
	Headaches_No: Off
	StiffNeck_Yes: Off
	StiffNeck_No: Off
	EyeSurgery_Yes: Off
	EyeSurger_No: Off
	Drops_Yes: Off
	Drops_No: Off
	Nursing_Yes: Off
	Nursing_No: Off
	Nursing_NA: Off
	Cataracts_Yes: Off
	Cataracts_No: Off
	Cataracts_When: 
	Glaucoma_When: 
	MacD_When: 
	Glaucoma_Yes: Off
	Glaucoma_No: Off
	MacD_Yes: Off
	MacD_No: Off
	Cardio_None: Off
	Endo_None: Off
	Resp_None: Off
	Hypertension: Off
	Stroke: Off
	HeartDisease: Off
	Vascular: Off
	chkCardioOther: Off
	Const_None: Off
	Psych_None: Off
	Derm_None: Off
	Neuro_None: Off
	Musco_None: Off
	FamGlauc_Yes: Off
	FamGlauc: 
	FamBPress: 
	FamCata: 
	FamDiab: 
	FamBlind: 
	FamCanc: 
	FamMD: 
	FamHeart: 
	FamCross: 
	FamThyr: 
	FamRD: 
	FamCat_Yes: Off
	FamBlind_Yes: Off
	FamMD_Yes: Off
	FamCross_Yes: Off
	FamRD_Yes: Off
	FamGlauc_No: Off
	FamCat_No: Off
	FamBlind_No: Off
	FamMD_No: Off
	FamCross_No: Off
	FamRD_No: Off
	FamHBP_Yes: Off
	FamDiab_Yes: Off
	FamDiab_No: Off
	FamCan_Yes: Off
	FamCan_No: Off
	FamHD_Yes: Off
	FamHD_No: Off
	FamTD_Yes: Off
	FamTD_No: Off
	FamLup_No: Off
	FamLup_Yes: Off
	FamHBP_No: Off
	FamLup: 
	txtothercardio: 
	txtotherconst: 
	txtotherneuro: 
	txtotherhema: 
	nonidiab: Off
	diab: Off
	thyroid: Off
	hormonal: Off
	endoOther: Off
	ashthma: Off
	bronch: Off
	emphys: Off
	COPD: Off
	RespOther: Off
	txtotherEndo: 
	txtotherResp: 
	txtPsychOther: 
	txtMuscOther: 
	txtGasOther: 
	txtDermOther: 
	txtImmOther: 
	txtENTOther: 
	chkHemNone: Off
	AlcoholYes: Off
	AlcoholNo: Off
	TobaccoYes: Off
	TobaccoNo: Off
	cancer: Off
	Trauma: Off
	DevDis: Off
	chkConstOther: Off
	MS: Off
	Epilepsy: Off
	CerePal: Off
	Tumor: Off
	chkneuroOther: Off
	Anemia: Off
	Leukemia: Off
	chkHemOther: Off
	ADHD: Off
	Depression: Off
	Schizo: Off
	chkPsychOther: Off
	Osteoarth: Off
	FibroM: Off
	MD: Off
	Ankylosing: Off
	chkMuscOther: Off
	Crohns: Off
	Colitis: Off
	chkGasOther: Off
	Eczema: Off
	Rosacea: Off
	Psoriasis: Off
	chkDermOther: Off
	AIDS: Off
	RheumArt: Off
	Lupus: Off
	NeuroFib: Off
	chkImmOther: Off
	chkGasNone: Off
	chkImmNone: Off
	chkENTNone: Off
	HearingLoss: Off
	UpperRespInf: Off
	chkENTOther: Off


