LAST NAME _____________________________  FIRST NAME _____________________       □ MALE    □FEMALE 
ADDRESS ________________________________  APT _____ CITY ______________ STATE ______  ZIP _________

BIRTH DATE ___________ CELL PHONE _______________________  HOME PHONE ________________________ 
OCCUPATION _____________________________  EMAIL ________________________________________________

Primary reason for today's visit: _______________________________________________________________________

Are you taking any medications?








□ Yes
□ No

If yes, which ones ___________________________________________________________________________
Are you allergic to any medications?








□ Yes
□ No

If yes, which ones ___________________________________________________________________________

Dilated Eye Exam: Additional $30
Have your eyes been dilated before? 








□ Yes
□ No

If yes, when ________________________________________________________________________________
Dilation detects: retinal tears, hemorrhages, or eye tumors.

Dilation is strongly advised if: you are diabetic or you are experiencing flashes/floaters. 
This Procedure: a few drops are applied to each eye. You will need to wait 30 minutes before re-examination – Blurred vision will last around 4-6 hours. 

       Yes, I would like to have my eyes dilated.
       No, I do not wish to get my eyes dilated and understand the risk. 

       No, I have had or will have my eyes dilated by another Doctor.  

       I would like to make an appointment. 

HIPAA Law (Health Insurance Portability and Accountability Act of 1996)

We value your privacy. By signing this form you consent to our policy of Protected Health Information (PHI). You have the    right to review our notice of Privacy Practices before signing this consent.

 

SIGNED (Patient or Parent if Minor)








   DATE


Westbury Optometry PC





Please check any/all conditions that apply:


Cataracts				□ Yes  □ No □ Family


Glaucoma				□ Yes	□ No □ Family


Retinal Disease				□ Yes	□ No □ Family


Double Vision				□ Yes	□ No


Dryness or Pain				□ Yes	□ No


Eye Infection(s)				□ Yes	□ No


Eye Surgery 				□ Yes	□ No


Flashing Lights or Floating Spots	□ Yes	□ No


Headaches				□ Yes	□ No


Night Vision Problems 			□ Yes	□ No


Current Contact Lens Wear		□ Yes	□ No








Please check any/all conditions that apply:


Diabetes		           □ Yes □ No □ Family


Arthritis			           □ Yes □ No


Asthma			           □ Yes □ No


Cardiovascular		           □ Yes □ No


Endocrine		           □ Yes □ No


Gastrointestinal		           □ Yes □ No


High Blood Pressure	           □ Yes □ No


Pulmonary		           □ Yes □ No


Thyroid			           □ Yes □ No


Currently Pregnant/Nursing      □ Yes □ No





Other:_________________________________________


			











