
welcorne to Natomas Eyeworks optometry

First name
qt.t6 Zinv!g\v 

-_ 

Lir

Work Phone (.*) Mobile Phone (**)

Email Address

Home Phone (-)

MI
Last name

Address City

Referred by

Date of Biflh 

- 

EmPloYer Occupation

\,Vere your pupils dilated? Yes ,/ No
D*te of la$t eye exam

l'{ow would you describe your genera{ health?

Do you smoke? Yes / No

Do you have any of th€$e condilions or problenrs wrth any of these systems?

High Blood Pressure Yes I No Nervous Yes ./ No

Yes z' NoHigh Chole$terol Yes I No Respiratory

Diabetes Yes ./ No Carcliovascular Yes ,/ hlo

Yes ,/ No Urinary Yes .r l"lo

Endccrine (glands)

Muscles./bone$./ Skin

Ears,/ Nose,/Throat

Allergic,r irnmunologic

Gastroin teslin a I

Yes / I'lo

Yes / No

Yes y' No

Yes / No

Yes I No
Headaches

Depression

Other health conditions?

Yes / l"lo Bloocl,/lymph Yes / No

Allergies lo medications? Yes z' No which?

Current nredicalions (Use reverse sicip of sheet, if needed)

Have you had any surgeries? Yes ,/ No Type?

Peisonal physician {first and last name, lf knovtn)

Reactions?

When?

Date of last visit

r
High blood pre$sure Yes I No

Diabetes

Glaucoma

Personal

Yes ,/ No

Yes ./ No

Iniormation

Relation

Relation

Relation

Retinal detachment

Cataracts

Y€.s / No Relation

Yes ,r l.'lo Relation

Yes r' l,'lo Relstion

Macular de0eneration

Do you have e hist*ry of any meciical eye conditions? Yes ,r No

Have you had eny eye injury or uurgery? Yes ,/ No lf yes, whal type?

Do you wear glasses? Yes ,z Nlo Contact lenses? Yes / No Type (if known)?

lf yes, what type?

When?

Yr'hat is the primary reason your visit today?

Vision Corection

Are you interested in: l-* Laser Vision Correcticn? Contact Lenses?
T- -.I GIESSES i

Acknowledgement of Receipi of Not16e cf Privacy Practices

IPatient's Nanre], acknowiedge that Ihave revie'+red and under the Notice of

Privacy Practices of Natontas Eyev*orks Optometry'

$ignature of Palient or Guardian Date


