	Please Fill out this form and email it to: info@BeltownVision.com or print it and bring it to your appointment

	RETURNING PATIENT HISTORY QUESTIONNAIRE

	Patient Registration
	 12/4/2008
	ID#_______________

	Last Name      
	First Name      
	M.I.      

	Address:      

	City/State/Zip Code:      

	Phone (home)       
	Phone (work):      
	Pager/Cell:      

	Email:      
Would you prefer to receive reminders from us by  FORMCHECKBOX 
 Email or  FORMCHECKBOX 
 Regular Mail
	Employer/School:      


Are you taking ANY medication? Yes  FORMCHECKBOX 
, No  FORMCHECKBOX 

If yes, what is it, what's being treated, how often do you take it?      
Are you allergic to ANY medication(s)? Yes  FORMCHECKBOX 
, No  FORMCHECKBOX 
If yes, which medication(s)      
Since your last eye health examination, with your best vision correction on, have you suffered from any of the following:

	
	Yes
	No
	
	Yes
	No

	Near vision blur
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Dry eyes
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Distance vision blur
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Watery eyes
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Middle distance vision blur  (dashboard/computer)
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Pain in/around eyes
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Double vision
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Red eyes
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Headaches
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Changing focus from near to distance
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Seeing spots/lines
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Changing focus from distance to near
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Seeing flashes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Outdoor glare
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Seeing haloes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Indoor glare
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	
	
	
	Eye strain
	 FORMCHECKBOX 

	 FORMCHECKBOX 



Special vision requirements (occupation/computer/hobbies/sports)      
How many hours per day do you use a computer?  If yes,       hours/day          days/week 

Date of last general examination (complete physical, not eye health examination)       

Since your last eye health exam, were there ANY eye disease(s) diagnosed in your immediate family?  Yes  FORMCHECKBOX 
, No  FORMCHECKBOX 

If yes, what eye disease(s) and which relative(s)      
Many diseases of the body have grave eye health consequences.  For example, diabetes is one of the leading causes of blindness.  Therefore, it is imperative that we acquire an in depth medical history.  Please answer the following questions.  While they may seem unrelated to an eye problem, it is crucial to your care that we ask them.  This information is also critical in the event we need to prescribe certain medications.

Since your last eye health examination, have you suffered from;

	
	Yes
	No
	
	Yes
	No
	
	Yes
	No

	Major dental disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Syphilis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic renal failure
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sinus problems
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Shingles/herpes 
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	History of thoracic surgery
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Lyme disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Seizures
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Arthritis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	High cholesterol
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Asthma
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Sarcoidosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	HIV
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Emphysema
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Lupus
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Mitral valve prolapse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic bronchitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Psoriasis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Arteriosclerosis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Liver disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Crohn's disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Graves/thyroid disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Myasthenia gravis
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Ankylosing Spondylitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Chronic obstructive pulmonary disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Stevens Johnson Syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Reiters syndrome
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	
	
	

	Any Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	
	
	
	
	
	


Since your last yearly eye health examination, have you suffered from ANY disease(s) not listed above? Yes  FORMCHECKBOX 
, No  FORMCHECKBOX 

If yes, what disease(s)      
Answer questions 1-4 below only if you currently wear contact lenses.  

1. What disinfection system do you use?


Complete  FORMCHECKBOX 
 Bausch & Lomb Renu  FORMCHECKBOX 
 Alcon Optifree  FORMCHECKBOX 
 Clear Care  FORMCHECKBOX 
 Other      
2. What is your typical wearing schedule?       Hours/day,       days/week

3. Are you having any problems with your lenses?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

   If yes, please describe the problem.      
4. Would you like to discuss surgical or non surgical alternatives wearing your contact lenses?  Yes FORMCHECKBOX 
 No  FORMCHECKBOX 

	Contact Lens Patient Registration Information


Please read and complete this only if you currently wear contact lenses.

What type of contact lenses you wear:
	 FORMCHECKBOX 
 Hard 
	 FORMCHECKBOX 
 Rigid Gas Permeable
	 FORMCHECKBOX 
 Daily Wear Soft (non-disposable)

	 FORMCHECKBOX 
 Extended Wear Soft
	 FORMCHECKBOX 
 Disposable Soft
	 FORMCHECKBOX 
 Other:____________________


As a contact lens wearer, you have the option of having either:

1. An eye exam for general vision concerns and glasses, or

2. An eye exam for general vision concerns, glasses, and contact lenses

Option number 2 is specifically for those who are currently wearing contact lenses and would like to have their contact lens prescription renewed. The additional fee for this contact lens evaluation starts at $45.00. This evaluation allows us to provide continued superior eye care to our contact lens patients.

During the first part of a contact lens evaluation, we determine the power of your contact lens prescription (which is different from your glasses prescription). The second part of the examination involves the evaluation of the risks of wearing contacts. Contact lens wearers can face debilitating eye injuries caused by contact lens mismanagement, improperly fitting contacts, inappropriate wearing schedules, and problems with the care and cleanliness of the lenses. These findings are then reviewed with you in order to apprise you of any changes that will assure your continued contact lens success.

If it is determined that a new type, or brand of contact lens will better suit your needs that will require future evaluation above and beyond this evaluation, an additional contact lens refitting and progress check fee will be charged. Progress exams are scheduled to assure that you are satisfied, and that the contact lenses are fitting and correcting your vision properly. The refitting/progress exam fee, if applicable, covers all contact lens-related office visits for up to 90 days from date of exam.

We know that this policy will help us serve you better. It will allow us to provide thorough and appropriate eye care as well as the additional time to provide comprehensive contact lens education and analysis for our patients who opt for the clarity and convenience of contact lenses.

• If you choose not to have this contact lens evaluation performed, and would therefore not like to have your contact lens prescription renewed, please indicate this by checking no.  FORMCHECKBOX 
  No contact lens assessment or contact lens prescription renewal.
• If you would like to have this contact lens evaluation performed, please indicate yes.  FORMCHECKBOX 
 Yes

Signature: ___________________________________________________

Parent/Guardian for (child’s name): ________________________________________________________

