PLEASE PRINT

OPTOMETRICAL HISTORY
Name Date of Birth Phone
Occupation Hobbies

Please check YES or NO after considering each question carefully as each item may have some bearing upon the health, comfort or
vision of your eyes.

Have you or any member of your family ever had:

BliNdnNess . ....cooivvinncnncianiserassarans NO YES
Cataract .. pb o ws b S wes e o ww ad el e e s NO YES
GIAUGOMA: 4.+ & 5o 15 0sivgs 1o, v s 52655 39 Bralie w53 3aianis e NO YES
Eyeturned infout. . ... «.cvvevenanrnnraneneas NO YES
Eyeinfection..,. ... cvaieuveavvinssoosiiissa NO YES
EYE SUIGBIY v o v sois o oo snmbvomeviaries eass NO YES
DiIabetes: i i .« w s vini ice o wm wie e eie e, m aswin sy aveee NO YES
‘Heart problems . . ........... it 87 ol g SRSk, o 3 NO__ YES
High blood pressure .. ......couvvveirenrneens NO YES
Eyemedications . ......ovivineciniiinaenos NO YES

Do you have any trouble seeing (with glasses or contact lenses if required):
Faraway. ......«..oosis M Sl e st e RS NO YES
ArMS 1BNGLH . 5 5 v ie wisen s1p s wiarsny smese sotone ¥ NO____ YES
CIOSE, U0D: ic1 ¢ 8 s s 30 558 (a4 50 708 1t s e gt 0 e e 50 NO YES

Do you cor have you ever experience:
Allergies or sinus problems . . .. ... ... . ... NO ; YES
EVe PAIN . ..o «ousivwnsammunsBe s dviedtonse i NO YES
Temporary loss or blurred vision .., ..., ......... NO YES
Problem headaches ....... o oo 5 b o e Bk s 4| 8 TS NO _ YES
Discharge fromeyes............../. I NO YES
Flashesof light . . . ... v inii i NO YES
EYE INJUIY .+ v coavveiaiveinoniumanrsithaeiin 5 NO YES
Partial loss or greyness of vision or visual field . ., . . . NO YES
Double vision ... ......cooiinioins v © B e i NO : YES
Rainbows around lights. .. . ... . oviiuivanany NO YES
R OYBS .\ v iiiei i NG, . YES
HORY Y88 ... v ey ivssnunrraresononossvnvsans NO YES

Do you or have you ever:
WOTN GIASSOS 55 25w s s &1 15 5% 35 o0 416 107 0% 8 o Mo ye 2030 NO YES
Worn contact Ienses . .. ... .o iiiiie i NO YES
Hadaneyepatch.......cccoiviviiivnernany NO YES
Undergone eye/vision training. .. ... ..o an . NO YES

Last complete medical examination..........cccceinaiiriviinresen Date:

Family Doctor:

Do You Take AnY MediCationS .. iesesessssosisasssisetsssvosheisatosisst sosssadsseessisdiiiio ooh sindsoasssvasis duassisvonsanss insts

Last complete eye examination ..........cccccvcmiiiicinmeiinicn Date

Eye Doctor

v

THANK YOU. This information will greatly aid in the consideration and assessment of your ocular health, comfort and vision.



