WELCOME TO OUR OFFICE

PLEASE COMPLETE THE FOLLOWING

| PATIENT INFORMATION ... ..
LAST NAME MR MRS Ms Miss DR | FIRST NAME MIDDLE TDATE OF BIRTH
HOME ADDRESS cITy STATE ZIP CODE
HOME PHONE WORK OR CELL PHONE EMAIL ADDRESS
EMPLOYER (OR SCHOOL) OCCUPATION (OR GRADE) | HOBBIES/SPECIAL INTERESTS
 HOW DID YOU HEAR ABOUTOUROFFICE o g
INSURANCE PHONE BOOK MAILING AD WHOM MAY WE THANK FOR REFERRING YOU?
LOCATION INTERNET REFERRAL
IF THE PATIENT IS UNDER 18 YEARS OF AGE o =
NAME OF PARENT/GUARDIAN HOME OR CELL PHONE RELATION TO PATIENT
'EMERGENCY CONTACT . e
NAME OF EMERGENCY CONTACT HOME OR CELL PHONE RELATION TO PATIENT
PRIMARY CARE PHYSICIAN | DATE OF LAST PHYSICAL LAST EYE DOCTOR DATE OF LAST EYE EXAM
NAME:
PHONE: - Dllated? Y/N(urcle)
_MEDICAL INSURANCECOVERAGE .~ :
NAME OF MEDICAL INSURANCE POLICY HOLDER MEMBER 1D# POLICY HOLDER BIRTHDATE RELATION TO PATIENT
VISION INSURANCE COVERAGE - o e -
NAME OF VISION INSURANCE POLICY HOLDER MEMBER ID# POLICY HOLDER BIRTHDATE RELATION TO PATIENT

DILATED FUNDUS EXAM

As part of a comprehensive eye examination, it is necessary to dilate the pupils to properly assess the overall
health of the eyes. The doctor will fully examine the health of the optic nerve, check for glaucoma, macular
changes and manifestations of any systemic diseases, such as Diabetes, Hypertension, any retinal changes such
as holes, breaks or tears and detachments. This may impair your sight for several hours with blurred vision,
glare, or light sensitivity. Deferring dilation or refusing to have your eyes dilated goes against the
recommendations of the doctor. Dr. Perlowsky strongly recommends a dilated exam every 12 months.

QO Yes, | would like to have a Dilated Fundus Exam performed today (no additional fee)

Note: All pediatric exams (12 v.o or younger) REQUIRE dilation on initial exam.

QO No, contrary to Dr. Perlowsky’s recommendation, | am refusing dilation today and understand the health
risks involved. | will not hold Dr. Perlowsky responsible for my decision,

Patient/Guardian Signature:

DATE:




| DOYOU CURRENTLY:

ARE YOU INTERESTED TODAY IN:

IF SO, HOW OLD ARE THEY

WEAR GLASSES UPDATING GLASSES Rx
WEAR POLARIZED SUNGLASSES  IF SO, HOW OLD ARE THEY: CURRENT/NEW CONTACTS
WEAR CONTACT LENSES IF SO, WHAT BRAND: ) LEARNING ABOUT REFRACTIVE SURGERY
 YOUR VISUAL FUNCTION: _ Please check allthatapply toyow 7

WORK ON COMPUTERS UNDER FLOURESCENT LIGHTING
SPEND TIME PLAYING OUTDOOR ACTIVITIES

ENJOY BOATING OR OTHER WATER SPORTS

EYES ARE SENSITIVE TO SUNLIGHT

DRIVE TO OR FROM WORK DIRECTLY FACING THE SUN
OCCUPATION INVOLVES POSSIBILITY OF EYE INJURY

CONTACT LENSES GET DRY AT LEAST ONCE A DAY
CONTACT LENSES ARE NOT AS CLEAR AS DESIRED
EXPERIENCE GLARE WHILE DRIVING AT NIGHT
EXPERIENCE EYE STRAIN WHILE USING THE COMPUTER
READ BOOKS/STUDY FOR LONGER THAN 2 HOURS A DAY
WOULD LIKE INFO ON THINNER/LIGHTER LENSES

'HAVE YOU EVER HAD:

CATARACT SURGERY EYE MUSCLE SURGERY ‘
IF SO, WHICH EYE WHEN

RETINAL SURGERY

LASIK SURGERY  OTHER EYE SURGERY

DO YOU CURRENTLY EXPERIENCE ANY OF THE FOLLOWING

BLURRED VISION DRYNESS

BURNING EXCESSIVE TEARING
DOUBLE VISION EYE PAIN/SORENESS
DROOPING EYELID

“FLOATERS IN VISION T SANDY FEELING

FLASHES OF LIGHT

| VISION HISTORY |
Check for YOU or CIRC|

 for yout blood RELATIVES if they havev il

GLARE SENSITIVITY SUDDEN VISION LOSS
EYE/EYELID INFECTION LOSS OF SIDE VISION
’ ITCHING

OTHER

F =father M=mother S=brother/sister GP = grandparent(s)

F= father M= mother S brother/snster GP grandparent(s)

YOU FAMILY MEMBER YOU FAMILY MEMBER

Amblyopia/lazy eye F M S GP ADHD F M S GP
Blindness F M S GP Allergies F M S GP
Cataracts F M S GP Arthritis F M S GP
Color blindness F_ M S GP Autism Spectrum Disorder F M S GP
Crossed/turned eyes F M S GP Blood disease (anemia) F M S GP
Diabetic retinopathy F M S GP Cancer F M S GP
Glaucoma F_ M S GP Cardio (heart,carotid) F M S GP
Herpes eye disease F M S GP Cholesterol, high F M S GP
Keratoconus F M S GP Collagen (lupus) F'M S GP
Macular degeneration F M S GP Diabetes F M S GP
Retinal detachment F_ M S GP Fatigue F'M S GP
Traumatic eye injury F M S GP Fever blister/cold sore F M S GP
‘Othereyig/c‘:f“onditiqnu S— _F M S_GP Gastro {stomach,colon) F M S GP
L o L o Genital kidney,bladder F M_S GP
, L P n Headache/migraine F M S GP

Do YOU smoke? NO YES __ pack perday Hearing impairment F M S GP
Alcohol use? NO YES _ drinks per week Herpes simplex/zoster E M S GP
Recreational drug use? NO YES High blood pressure EFEM S GP
. e | HIV, AIDS F M S GP
Bl o | Hormonal/thyroid F M S GP

PREGNANT MONTHS NURSING Immunologic disease F M S GP
Muscle, bone, joint F M S GP

Neurologic, MS F M S GP

Nose, Sinus, Throat F M S GP

Psych (anxiety,depression) F M S GP

Resp. (asthma,COPD) F M S GP

Sex. transmitted disease F M S GP

Skin (acne, eczema) F M S GP

Weak/numb arm or leg F M S GP

Weight changes, sudden F M S GP

_ PLEASE LIST ALL ALLERGIES, INCLUDING DRUG ALLERGIES;




