Welcome To Our Office
  
eye see optical
        Dr. Barbra R. Johnson
Date___________________  

Name____________________________________________ Sex:   Male or Female
Address__________________________________________   Birth Date ______/_____/_____Age_______

City___________________ State___________Zip_________ Employed by_____________________

Home Phone __________________    Work_______________________ Occupation ______________________

Cell_______________________ Email_____________________________     Hobbies ______________________

How did you hear about our office?  _______________________________________________________
Last Eye Exam __________________________ Age of Present Eyeglasses __________________
Vision Insurance Company _______________________________ ID #   __________________________
Primary Insured’s Name __________________________________Relationship ____________________

Primary Insured’s Date of Birth   ______/______/______

In Case of Emergency Notify_______________________________ Relationship ___________________
Do you CURRENTLY have any problems in the following area? If YES, please provide details.     

	PROBLEM
	YES   
	NO
	DETAILS  

	Double Vision
	
	
	

	Drooping Lids
	
	
	

	Dry Eyes
	
	
	

	Flashes of Light                              
	
	
	

	Floaters
	
	
	

	Foreign Body Sensation
	
	
	

	Headaches    
	
	
	

	Irritation
	
	
	

	Itchy Eyes
	
	
	

	Migraines
	
	
	

	Pain
	
	
	

	Photophobia (Light Sensitivity) 
	
	
	

	Red Eyes         
	
	          
	

	Swelling in Eyelid(s)
	 
	          
	

	Teary/ Watery
	
	
	

	Visual Field Loss
	
	
	

	Blurred Distant or Near Vision (circle)
	
	
	

	
	
	
	






Do you wear glasses now?			YES	NO     		Would you like information about LASIK? 	YES    	NO


Do you wear contact lenses now?	 	YES 	NO


		Do you want a contact lens fitting?	                	YES    	NO (Additional fees apply)


Are you currently using any eye drops?	YES	NO  	If yes, _____________________











	





***Please be advised that we may bill your major medical insurance company for your eye exam and additional tests ***








Patient’s Signature								           Date








