
PRIMARY EYECARE ASSOCIATES 
WELCOME TO OUR OFFICE 

 1. PATIENT INFORMATION 
                                      

 Date: ___________ 
 

Patient____________________________________ 
Address________________________________________
______________________________________________ 

        City                        State                 Zip 
 

Sex:  M  F   Age______ Birth date________________ 
 
    Single  Married Widowed Separated Divorced  
 
Patient SS#___________________________________ 
Occupation___________________________________ 
Employer (or School) __________________________ 
____________________________________________ 
Employer Address _____________________________ 
_____________________________________________ 
Employer Phone _______________________________ 
Spouse’s Name (or parents name)- ________________ 
_____________________________________________ 
       
 Birth date ____________ SS#__________________ 
       Occupation________________________________ 
       Employer _________________________________ 
 
What is the main reason for your visit today? 
___________________________________________________ 
___________________________________________________ 
 
Whom may we thank for referring you? (New Patients Only)-  
___________________________________________________ 

2. INSURANCE INFORMATION 
Please note that insurance DOES NOT cover the 

contact lens follow-up evaluation 
 

Vision Insurance __________________________ 
Subscriber Name __________________________ 
Subscriber SSN ___________________________ 
Subscriber Birth Date ______________________ 
 
Primary Medical Insurance 
________________________________________ 
Subscriber Name __________________________ 
Subscriber SSN____________________________ 
Subscriber Birth Date _______________________ 
 
Do you participate in a flex spending account? 
  Yes  No       
 

3. PHONE NUMBERS 
Home__________________________________ 
Work/Cell ______________________________ 
E-mail Address ___________________________ 
Spouse’s Work ___________________________ 
Emergency Contact Person__________________ 
______________________________________ 

Home _______________________ 
 Work _______________________ 

 
The mission of Primary Eyecare is to 

contribute to a lifestyle of healthy vision, 
providing each patient with the highest quality 
vision care and consequently, quality of life. We 
will seek continuing education to remain at the 
forefront of our profession and will offer the latest 
eye care technology, professional services, and 
products. The visual needs and wellness of each 
patient will always be our first priority. Everything 
we do shall communicate this. 

4. EYE HEALTH HISTORY 
Date of last eye exam ________________________ 
Name of Doctor ____________________________ 
 
Do you wear glasses?     Yes        No 
 All the time Occasionally Reading Driving TV 
 
Do you wear contacts?   Yes    No 
Type ________________ Hours a day___________ 
 
Describe any problems you have with your contacts? 
__________________________________________ 



 

EYE HEALTH HISTORY (CONT.) 
PLACE A MARK ON “YES” OR “NO” TO INDICATE IF YOU HAVE HAD ANY OF THE FOLLOWING: 

 
Bloodshot eye   Yes   No  Floaters or Spots   Yes   No 
Blurred Vision-Distance  Yes   No  Glaucoma   Yes   No 
Blurred Vision- Near  Yes   No  Headaches   Yes   No 
Burning Eyes   Yes   No  Itching Eyes   Yes   No 
Cataracts   Yes   No  Light Sensitive   Yes   No 
Color Vision, Poor  Yes   No  Loss of Vision   Yes   No 
Crossed Eyes   Yes   No  Migraine Headaches  Yes   No 
Discharge from Eyes  Yes   No  Night Vision, Poor  Yes   No 
Dizzy Spells   Yes   No  Red Eyes   Yes   No 
Double Vision   Yes   No  Seeing Halos   Yes   No 
Dry Eyes   Yes   No  Seeing Flashes   Yes   No 
Eye Infection   Yes   No  Temporary Loss of Vision  Yes   No 
Eye Injury   Yes   No  Twitching Eyelid   Yes   No 
Eye Strain   Yes   No  Vision Poor   Yes   No 
Fainting Spells, Blackouts  Yes   No  Watering Eyes   Yes   No 

5. Health History 
 

Physicians Name _______________________________ Phone ______________ 
Date of last visit ________________________________ 

Please mark “Yes” or “No”. 
   Yourself Family Members    Yourself Family Members 
 
AIDS/HIV                Yes   No Yes   No  Hepatitis (type ____)       Yes   No  Yes   No  
Arthritis   Yes   No Yes   No  High Blood Pressure Yes   No  Yes   No 
Artificial Heart Valve Yes   No Yes   No  Kidney Disease  Yes   No  Yes   No 
Artificial Joints  Yes   No Yes   No  Lazy Eyes  Yes   No  Yes   No 
Asthma   Yes   No Yes   No  Lupus   Yes   No  Yes   No 
Bleeding  Yes   No Yes   No  Migraine Headaches Yes   No  Yes   No 
Blindness  Yes   No Yes   No  Pacemaker  Yes   No  Yes   No 
Cancer   Yes   No Yes   No  Poor Color Vision Yes   No  Yes   No 
Cataracts  Yes   No Yes   No  Retinal Disease  Yes   No  Yes   No 
Chemical Dependency Yes   No Yes   No  Rheumatic Fever  Yes   No  Yes   No 
Diabetes   Yes   No Yes   No  Shingles   Yes   No  Yes   No 
Drug Sensitivity  Yes   No Yes   No  Skin Conditions   Yes   No  Yes   No 
Emphysema  Yes   No Yes   No  Stroke   Yes   No  Yes   No 
Epilepsy   Yes   No Yes   No  Thyroid Conditions  Yes   No  Yes   No 
Eye Surgery  Yes   No Yes   No  Tuberculosis  Yes   No  Yes   No 
Glaucoma  Yes   No Yes   No  Turned Eye  Yes   No  Yes   No 
Hay Fever  Yes   No Yes   No  Are you Pregnant? _________ # Of Children ___________ 
Heart Condition  Yes   No Yes   No  Tobacco use _____________   Alcohol Use ____________ 

MEDICATIONS 
List medications you are currently taking, including eye drops: 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 
_________________________________________________ 

ALLERGIES 
List your allergies to medications or other substances: 
_______________________________________________
_______________________________________________
_______________________________________________ 
___________________________________________
___________________________________________
___________________________________________ 


