SHILLINGTON

EYE
ASSOCIATES, LLC

Welcome to Our Office

Name: I Sex: M F
Last First mi
Address:
Street City State Zip
Date of Birth: Social Security #:
Home Phone: Employer (or Grade):
Work Phone: Occupation (or School):
Cell Phone: Email Address:
Spouse: Family Doctor (PCP):
Guarantor Information (If other than patient)
Name: Soc. Sec.#: D.O.B.:
Phone (If different from above): Employer:

Address (If different from above):

Patient Eye History

Have you ever been diagnosed with, or treated for, any of the following?

[ cataracts [] contact lens-related disease
] glaucoma [1 corneal abrasion

[0 macular degeneration [ dry eye syndrome

[ retinal detachment / tear [T iritis / uveitis

Have you ever had any injuries or surgeries to your eyes? Yes No
If yes, please elaborate:

[ eye allergies
[] lazy eye / crossed eyes
[CJ NONE OF THESE

Patient Social History (This information is kept strictly confidential)

Do you use tobacco products? Yes No

Do you use recreational drugs? Yes No

Please rate your alcohol consumption: None Mild Moderate Heavy




Patient Medical History

Allergic / Immunologic
Crheumatoid arthritis
lupus
Oenvironmental allergy
Cother

Cardiovascular

Clhigh blood pressure
Ostroke

Cvascular disease
[Dheart disease

[CJhigh cholesterol
Cother

Genitourinary
CJkidney problems
[JSTD - herpes, hepatitis,
Cchlamydia, HIV, other
Cother

Review of Systems

Endocrine

Othyroid dysfunction

[Cdiabetes - non-insulin
dependent

[diabetes - insulin-dependent

[Jhormonal dysfunction
Cother
Gastrointestinal
Ocolitis
reflux/GERD/ulcer
[Crohn's disease
Cother
Musculoskelatal
Costeoarthritis
Ofibromyalgia
Costeoporosis
Cother

Hematologic/Lymphatic Neurological
[bleeding problems Clmultiple sclerosis
Canemia Cepilepsy
Oother [Parkinson's
Integumentary (skin) Cother
Ceczema Psychiatric
rosacea Oanxiety
[Cpsoriasis Obipolar disorder
Cother [CJdepression
General Health O panic disorder
Ccancer (type): Oother
Respiratory
[Cfatigue Casthma
CJtrauma [JcoprD
CJweight loss CJemphysema

[Jdevelopmental disability
Clother

Cchronic bronchitis
Cother

Are you currently being treated or medicated for any medical conditions? Yes No

For what conditions are you being treated?

4.

5.

6.

Current Medications

Dose/strength

Please list all prescription and over-the-counter medications that you currently take. Alternatively, you may
provide us with a separate list of your medications.
Medication

Frequency taken

If yes, please list:

Are you allergic to any medications?

Yes

Medication Allergies

No

Family Medical / Eye History - please list any family members who have or had any of these conditions - mother,
father, brother, sister, maternal grandmother and grandfather, paternal grandmother and grandfather, aunt, uncle

Blindness

Macular degeneration

Cataracts

Retinal problems

Corneal problems

Diabetes

Glaucoma

High blood pressure

Lazy/crossed eyes

Signature (or guardian):

Date:




