[bookmark: _GoBack]EYE CARE ASSOCIATES IN OPTOMETRY
Dr. Lawrence S. Forgacs, O.D.					      	                  425 Madison Ave. Ste 802, NY. NY. 10017  
                                 		 PATIENT’S CONFIDENTIAL HISTORY 	       
NAME: DR/MR/MASTER/MRS./MS/MISS:_______________________________________________________________________________________ ADDRESS:_______________________________________________________________/______________________/_________________/___________
STREET			                                                  	CITY	                      STATE	     ZIP CODE
DATE OF BIRTH: _______/_______/_______    			  SOCIAL SECURITY: ________/________/________       	
HOME PHONE#: (______) ______________________ BUSINESS#: (_____) _______________________CELL#:(____)________________________
OCCUPATION: ___________________________________ BUSINESS ADDRESS:_______________________________________________________
EMAIL: ______________________________________________________SPOUSE’S NAME: ______________________________________________
HOBBIES/AVOCATIONS/SPORTS: _____________________________________________________________________________________________ EMERGENCY CONTACT NAME:__________________________________________________ PHONE(____) _______________________________
RELATIVE EXAMINED IN THIS OFFICE: _________________________ WHO REFERRED YOU TO OUR OFFICE: ______________________ 
(FOR MINORS): PARENTS’ NAME:_____________________________________________________________________________________________ DO YOU HAVE ANY CHILDREN LIVING AT HOME? YESNOIF SO: NAME:______________________________ AGE:______________  NAME:____________________________________ AGE:__________    NAME:_____________________________________  AGE:______________
DO YOU WEAR SAFETY GLASSES OR SPORTS GOGGLESYESNO TYPES?___________________________________________________
DATE OF LAST EYE EXAM: ______/______/______ 		BY DOCTOR: _________________________________________________________
ADDRESS:_____________________________________________ CITY: __________________________ STATE:__________ ZIP CODE: ________
DATE OF LAST GENERAL EXAM: ______/_____/______ 	BY DOCTOR: _________________________________________________________
ADDRESS:_____________________________________________ CITY: __________________________ STATE:__________ ZIPCODE:_________
ARE YOU CURRENTLY BEING TREATED BY A DOCTOR OR PHYSICAL THERAPIST?  YES  NO
FOR WHAT CONDITION? ___________________________________________________________________________________________________
HAVE YOU RECENTLY TAKEN ANY MEDICATION OR DRUGS INCLUDING HORMONES, ANTI-HISTAMINES, OTC PRODUCTS OR BIRTH-CONTROL PILLS?YESNO IF YES, WHICH MEDICATION?_________________________________________________________ 
VITAMINS/SUPPLEMENTS  YES NO   IF YES, WHICH ONE?______________________________________________________________
DO YOU HAVE OR HAVE YOU EVER HAD: ___________________________________________________________________________________ 
         
                 YES NO COMMENTS				                               YES    NO   COMMENTS
 HEART CONDITION 	  _______________________________ EYE INJURIES                     ______________________________
     HYPERTENSION	  _______________________________ EYE DISEASE                 _____________________
THYROID PROBLEM	  _______________________________ EYE OPERATIONS             _______________________________
DIABETES		  _______________________________ CROSSED EYES                  _______________________________
MAJOR ILLNESS	  _______________________________ LAZY EYE	              _______________________________
OPERATIONS		  _______________________________ HEADACHES                       _______________________________
ALLERGIES	 	  ____________________ DOUBLE VISION                _______________________________
EYE ALLERGIES	  _______________________________ SINUS TROUBLE                _______________________________
LIGHT FLASHES	  _______________________________ SPOTS/FLOATER               _______________________________
HEAD INJURIES  	    _______________________________ LIGHT SENSITIVITY        _______________________________
LIST ANY EYE MEDICATIONS: _____________________________________________________________________________________________

ANYONE IN YOUR FAMILY EVER TREATED FOR:					
           
          YES   NO	        COMMENTS			                                             YES    NO	        COMMENTS
GLAUCOMA   __________________________________________ BLINDNESS      __________________________________________
CATARACTS   __________________________________________ EYE DISEASE  __________________________________________
DO YOU SMOKE? YES NO    DO YOU DRINK ALCOHOL?  YES NO 
ARE YOU INTERESTED IN:
1. GLASSES:   	YES NO   	2. CONTACT LENSES:  YES NO     3. REFRACTIVE LASER SURGERY?    YES NO
DO YOU WEAR OR HAVE YOU EVER WORN:	         
           YES   NO COMMENTS			                   	                           YES  NO	COMMENTS			
GLASSES              __________________________________________CONTACT LENSES  _______________________________________________
SUNGLASSES   ___________________________________________ 
REASON FOR TODAY’S EXAM: _______________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________
PREFERRED METHOD OF PAYMENT: CASH   CHECK  CREDIT CARD  DISCOVER  MASTERCARD 
VISA  AMEX CREDIT CARD#_________________________________________________EXPIRED: _____/_____/____ outstanding bills not paid within 60 days will include a 1.6% finance charge per month. If account is turned over to collection a 35% fee will be added. Any outstanding deductible or co-insurance fees not paid by insurance carrier will be billed to credit card on file. Authorization to Bill the Insurance Company for medical testing. Please Be Advised, if you cancel your appointment in less than 24 hours there is a $50.00 cancellation fee. 
 Patient Signature required:________________________________________________  Date:____/____/____ 
