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	FOCUSED ON YOUR RESULTS
www.2020aec.com

	
	

	
	

	Name:
	
	DOB:
	
	Account #
	

	
	
	
	
	
	     (Office Use Only)

	Address:
	
	    

	
	
	Gender: (circle one)           M         F

	
	
	Social Sec#
	

	Occupation:
	
	Email:
	

	
	
	
	

	Home #:
	
	Cell #:
	
	Work #:
	

	

	
	

	Primary Care Physician:
	
	Referring Physician:
	

	
	
	
	

	Reason for Today’s Visit:
	

	
	

	
	

	Pharmacy Name:
	

	(Address / Location)
	

	

	How did you hear about Advanced Eye Centers? (check one and please explain)       

	
	

	(    Physician (Name):      
	

	(    Internet (Which site?):
	

	(    Friend or Family Member(Name):
	

	(    Yellow Pages
	

	(    Newspaper (Name of publication):
	

	(    Radio (Name of station):
	

	(    Social Networking Site (Which):
	

	(    Other (Please specify):
	

	
	

	Other than the services you are being provided today, what additional services would you like to learn about?  (check all that apply):

	

	(  Cataract Lens Options

(  LASIK

(  Contact Lenses

(  Less Dependent on Glasses for Distance

(  Less Dependent on Glasses for Near
·  BOTOX® Cosmetic
	(  Latisse® Longer Thicker Lashes
(  Prescription Sunglasses
(  Anti-Glare Glasses

(  Progressive (“No Line”) Bifocals
· Transition Lenses
(  Not Interested in Any Other Services 

	

	PLEASE BE SURE TO COMPLETE YOUR MEDICAL HISTORY ON THE BACK OF THIS FORM


	Medical History: (please check yes only if there is a current diagnosis of the following)

	

	Amblyopia (lazy eye)
	· Yes
	· No
	High Blood Pressure
	· Yes
	· No

	Anxiety / Depression
	· Yes
	· No
	High Cholesterol
	· Yes
	· No

	Arthritis
	· Yes
	· No
	HIV/AIDS
	· Yes
	· No

	Asthma
	· Yes
	· No
	Kidney Disease
	· Yes
	· No

	Bleeding Disorder
	· Yes
	· No
	Liver Disease
	· Yes
	· No

	Cancer
	· Yes
	· No
	Lung Disease
	· Yes
	· No

	Type:________________
	
	
	Lupus
	· Yes
	· No

	Cataracts
	· Yes
	· No
	Macular Degeneration
	· Yes
	· No

	Diabetes
	· Yes
	· No
	Migraines
	· Yes
	· No

	Environmental Allergies
	· Yes
	· No
	Multiple Sclerosis
	· Yes
	· No

	Glaucoma
	· Yes
	· No
	Stroke
	· Yes
	· No

	Hearing Loss
	· Yes
	· No
	Thyroid Disease
	· Yes
	· No

	Heart Disease
	· Yes
	· No
	Other:__________________________
	

	Hepatitis
	· Yes
	· No
	
	

	Type:________________

	

	Alcohol Usage:
	· None
	· Socially
	· Moderately
	· Heavy

	Cigarette Smoking:
	· No
	· Yes
	· Quit (when)
	

	
	
	
	
	

	Past Surgeries Including Eye Surgeries  (note year):
	

	

	


Current Medications (include dosage; if known & over the counter medications):   Medication Allergies (please list):
	
	
	
	
	
	Reaction:
	

	
	
	
	
	
	Reaction:
	

	
	
	
	
	
	Reaction:
	

	
	
	
	
	
	
	

	
	
	
	
	Latex Allergy? (circle one)     YES   or   NO


Family History (check all that apply and indicate which family members :( please check all that apply):
	Amblyopia (lazy eye)
	· mom  
	· dad
	· sibling
	· grandparent
	Heart Disease
	· mom  
	· dad
	· sibling
	· grandparent

	Cancer
	· mom
	· dad
	· sibling
	· grandparent
	High Blood Pressure
	· mom
	· dad
	· sibling
	· grandparent

	Cross Eyed
	· mom
	· dad
	· sibling
	· grandparent
	Macular  Degeneration
	· mom
	· dad
	· sibling
	· grandparent

	Diabetes
	· mom
	· dad
	· sibling
	· grandparent
	Retinal Detachment
	· mom
	· dad
	· sibling
	· grandparent

	Glaucoma
	· mom
	· dad
	· sibling
	· grandparent
	Retinitis Pigmentosa
	· mom
	· dad
	· sibling
	· grandparent


Review of Systems: (Please circle all symptoms which the patient has currently, or has had recently. Circle NO if none has occurred.
	General: (ex: unintentional weight change)
	NO
	YES
	Ear,Nose,Throat: (ex: hearing loss, snoring, dizziness
	NO
	YES

	Cardiovascular: (ex: chest pain, irr. Heartbeat)
	NO
	YES
	Respiratory: (ex: wheezing, shortness of breath)
	NO
	YES

	Brain/Nervous System: (ex: numbness, seizures)
	NO
	YES
	Blood/Lymph Nodes: (ex: excessive bleeding, bruising)
	NO
	YES

	Gastrointestinal: (ex: reflux, nausea, vomiting)
	NO
	YES
	Allergies: (ex: hives, severe reaction to insect bites)
	NO
	YES

	Psychiatric: (ex: anxiety, depression)
	NO
	YES
	Skin: (ex: masses, lesions)
	NO
	YES

	Bone, Joint, Muscle: (ex: pain, arthritis, cramps)

	NO
	YES
	Endocrine: (ex: thyroid dysfunction)
	NO
	YES

	Fill out this section ONLY if the patient is a CHILD under 5 years of age:

	

	Current Weight:
	lbs.
	Premature birth?
	· YES
	· NO
	 If yes, born at how many weeks
	

	Birth Weight:
	lbs.
	oz.
	grams
	Was delivery Cesarean Section?
	· YES
	· NO

	ADHD/ADD
	· YES
	· NO
	
	Family History of Eye Crossing
	· YES
	· NO

	Household Smoker
	· YES
	· NO
	
	Developmental Delays
	· YES
	· NO


