ELLIOTT

EYECARE Medical History Questionnaire & Treatment Consent
CENTER
Name: Today's Date:
Birth Date: / / Soc. Sec. #: - - Last Eye Exam:

Month  Day  Year
Last Eye Doctor:

Last Medical Exam:

Current Medical Dr.:

Medical History

Do you have an allergy to any medication? [ Yes O No If yes, please explain:

List any medications that you are taking (including oral contraceptives, aspirin, over-the-counter medications, and home remedies):

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

Circle any of the following that you have had: crossed eyes / lazy eye / glaucoma / retinal disease / cataracts / eye injury

Are you pregnant and/or nursing? [0 Yes [0 No

Do you wear glasses? O Yes U No Ifyes, how old is your present pair of lenses?
Do you wear contact lenses? O Yes U No Ifyes, how old is your present pair of lenses?
Type of contact lenses: [ Rigid [ Soft [0 Extended Wear [ Other Are they comfortable? [ Yes [ No

Have you had refractive surgery? [0 Yes U No

Family History

Have any of your relatives (living or deceased) had any of the conditions listed below?

Ocular Disease/Condition Yes No  Not Sure Relationship To You
Blindness O O O
Cataract O O O
Crossed Eyes O O O
Glaucoma O O O
Macular Degeneration g g O
Retinal Detachment/Disease O O O

Systemic Disease/Condition
Arthritis O O O
Cancer O O O
Diabetes O O O
Heart Disease O O O
High Blood Pressure g g g
Kidney Disease O O O
Lupus O O 0
Thyroid Disease O O O
Other O O O

[] Please turn this form over and complete side two [



Social History

This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.
O Yes, I would prefer to discuss my Social History information directly with the doctor. (Check Box)
Do youdrive? [0 Yes [ No Ifyes, do you have visual difficulty when driving? [0 Yes [ No Ifyes, please describe:

Do you use tobacco products? O Yes O No If yes, type/amount/how long:
Do you drink alcohol? O Yes O No If yes, type/amount/how long:
Do you use illegal drugs? O Yes [ No If yes, type/amount/how long:

Have you ever been exposed or infected with: I Gonorrhea [ Hepatitis [0 HIV [ Syphilis

Review of Systems

Do you currently or have you ever had any problems in the following areas?

System Yes No Not Sure Yes No Not Sure
Constitutional Ears, Nose, Mouth, Throat
Fever, Weight Loss/Gain  [J g g Allergies/Hay Fever g g g
Skin (Integumentary) 0 0 0 Sinus Congestion 0 0 0
Neurological Runny Nose g g g
Headaches g g g Post-Nasal Drip g g g
Migraines g g g Chronic Cough g g g
Seizures g g g Dry Throat/Mouth g g g
Eyes Respiratory
Loss of Vision g g g Asthma O O O
Blurred Vision g g g Chronic Bronchitis g g g
Distorted Vision/Halos g g g Emphysema g g g
Loss of Side Vision a g g Vascular/Cardiovascular
Double Vision g g g Diabetes g g g
Dryness g g g Heart Pain O O O
Mucous Discharge g g g High Blood Pressure g g g
Redness g g g Vascular Disease g g g
Sandy or Gritty Feeling [ 0 0 Gastrointestinal
Itching g g g Diarrhea g g g
Burning g g g Constipation g g g
Foreign Body Sensation [ 0 0 Genitourinary
Excess Tearing/Watering [ O O Genitals/Kidney/Bladder 0 O O
Glare/Light Sensitivity a a a Bones/Joints/Muscles
Eye Pain or Soreness O O O Rheumatoid Arthritis O O O
Infection of Eye or Lid O O O Muscle Pain O O O
Sties or Chalazion g g g Joint Pain O O O
Flashes/Floaters in Vision [J g g Lymphatic/Hematologic
Tired Eyes O O O Anemia O 0 0
Endocrine Bleeding Problems 0 0 0
Thyroid/Other Glands g g g Allergic/Immunologic g g g
Psychiatric g g 0

Consent to Treat Patient

By signing this form, I consent to treatment for myself and/or on behalf of the minor for which this information pertains. I give permission for
the doctor to examine, diagnose, and initiate treatment as deemed appropriate. I further attest that I am the parent or legal guardian of the minor
and have the authority to authorize care and treatment.

Patient / Parent or Guardian Signature Date

Doctor’s Signature Review Date



Digital Retinal Imaging Screening

Authorization Form

We are excited to announce that we have incorporated into our practice a new, highly
sophisticated, computerized instrument that allows us to provide a more thorough medical
analysis of your eyes. Our new CANON 15.1 MEGA PIXEL DIGITAL RETINAL
CAMERA takes photographs of your retina (the back of your eye). The procedure assists
the doctor in the early detection of many disorders, including glaucoma, diabetic retinopathy,
macular degeneration, retinal detachments and other vision threatening conditions. These
images are stored in the computer and compared with images from future exams. This
allows the doctor to observe even the smallest change from the previous exam.

We strongly recommend this procedure as part of your exam if:

1) You are a new patient to this office

2) You have never had retinal photos of your eyes

3) You are 65 or older

4) You have or have a family history of high cholesterol, elevated blood pressure or any
circulatory disorder

5) You have or have a family history of diabetes or elevated blood sugar

6) You have headaches or visual disturbances suggestive of a neurological problem

7) You have or have a family history of elevated eye pressure or glaucoma

8) You have any retinal disorder such as a detachment, tear, floaters, veils, flashing
lights, bleeding or macular degeneration

9) Your vision is not correctable to 20/20 in one or both eyes

“Screening retinal photography” is a necessary part of your eye exam if you fall into any
of the above categories. The charge for this procedure is $38.00. If pathology or an “at risk”
condition is documented with the screening photos we will bill your insurance company or
Medicare for a “photographic study” which requires additional photography. If your
insurance company allows this study (most do), you will only be responsible for your normal
co-pay.

Yes, | want this procedure.

No, | do not want this procedure.

Signature Print name Date





