MEDICAL HISTORY

PATIENT’S NAME DATE OF BIRTH
FAMILY HISTORY -

Do any of the following run in your family? | Please Please explain any “yes” answers below
Misaligned Eyes (crossed eyes, elc.) ‘?:h No

Amblyopia (lazy eye) Yes | No

Birth Defects Yes | No

Neurological Disease Yes | No

Any Hereditary Disease Yes | No

BIRTH/DEVELOPMENTAL HISTORY

Please Please explain any “yes" answers below
Circle
Was the baby premature? Yes | No
"Baby's birth weight? - Weight: pounds and  ounces
Any outstanding school difficulties? Yes | No
Any trouble walking, talking, etc.? Yes | No
REVIEW OF MEDICAL SYSTEMS
Does the patient have any trouble with the | Please Please explain any “yes" answers below
following? ) Circle
Fever, unexplained weight loss? Yes | No
| Ears, nose, throat? (frequent ear infections, | Yes | No
_sinus trouble, etc.)
Cardiovascular? (heart troubles) Yes | No
Respiratory? (lung problems, asthma, etc.) | Yes | No
Gastrointestinal? Yes | No
(nausealvomiting/diarrhea, etc.)
Genitourinary? (reproductive system Yes | No
problems, urinary infections, etc.)
Musculoskeletal? (weakness, arthritis) Yes | No
Meurologic? (seizures, developmental Yes | No
delay)
Behavioral? (attention troubles, etc.) Yes | No
Endocrine? (diabetes, growth hormone Yes | No
deficiencies, etc.)
Blood disorders? Yes | No
Allergic problems? (seasonal hayfever, Yes | No
elc.)

Thank you for assisting us with your care by taking the time to complete this questionnaire.

OFFICE USE ONLY Sonkid s -
OHistory Reviewed ompleted by g

Relation to patient

Initials

Piutiard Rl Histry Uit 11 780



Pediatric Eye Associates  PATIENT’S PERSONAL HISTORY

Patient's Last Name First Name (legal) Middle Name Nickname
[
E Address City State Zip Haome Phone
=
= e Date of Birth Se F() 5% (Required)
{ )
Sibling Name (Last) First Mi Date of Birth 0 Male
O Female
> ) Female
—1 [Sibing Name (Last) Furst mi Date of Bith 0 Male
@ [ Female
L Sibling Name (Last) First Ml Date of Barth DM*
[ Female
II:IEI‘J'HER ] STEPFATHER ] GUARDIAN (] FOSTER
Name (Last) First M Date of Birth Socal Securty Number
HomeMading Address City State Zip Code Home Phone
( )
g Employer Occupation Wilork e-rmail Work Phone
( )
[ Employer Address City State Zip Code Cell Phone (or other)
E { )
Home a-mail
@ |Qwmorver (O STEPMOTHER 0 GUARDIAN O FOSTER
Q  [Wame (Lasy First mi Dae of Brh | Socal Secunty Humber
i
® [ HomeMailing Address City State Zip Code Home Phone
( )
E Employer Occupation Work e-mail Work Phone
( )
Employer Address City State Z2ip Code Cell Phane {or olher)
( )
Home a-mail
- Name of Relative or Authonzed Person to Notify in Case of an Emergency Relatonship Home Phone
Eg ( )
gg Streel Address City Slate Zip Code Work Phons
( )

Child's Primary Care Physician:

Who referred you to our practice:

Flease provide a current insurance card for the receptionist.
All copays are due at the time of service.

| realize that | am responsible for all monies not paid by insurance.

| also realize that if | am turned over to a collection agency to obtain payment for services rendered, | will be
responsible for legal collection fees. We will not be involved in legal disputes.

Signature Relationship Date
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