[bookmark: _Hlk511986403]Friedrichs Family Eye Center Optometry, PC
Patient Name:  _______________________________________________________  DOB:________/______/_______
Address:  ________________________________  City_________________ State________  Zip Code______________
Home Phone_____________________________	Occupation:  _______________________________________
Work Phone_____________________________		Employer:  _________________________________________
Cell Phone______________________________		
Email___________________________________	

Personal Medical History
□  None				□  Depression
□  Anxiety 			□  Diabetes
□  Asthma			□  A-Fib
□  GERD/Acid Reflux		□  Hearing loss
□  BPH				□  Arthritis 
□  COPD			□  HIV/AIDS
□  High cholesterol		□  Stroke 
□  Hypertension			□  Seizure
□  Hyperthyroid			□  Hypothyroid
□  Coronary Artery Disease
□  Cancer which type ___________________________
□  Past surgeries please specify _______________________________________________________________________________________________________________________________________                                                          	
Family History, if yes please specify (father/mother/brother/sister/grandmother/grandfather)

□  Diabetes   _____________________________________
□  Glaucoma                                      
_____________________________________
□  Macular Degeneration _____________________________________
□  Hypertension _____________________________________
□  Cancer 
_____________________________________
                                                                                                                                                 
Do you take Plaquenil?		Yes	No	                Are you pregnant?  	Yes	No   
Do you smoke?     Yes	  No 	How Much?  ________    Do you drink?     Yes	  No	       How Much?_________
Have You Ever Had Any of the Following:  (Please check)
__Eye Surgery   __Cataracts   __Glaucoma   ___Macular Degeneration   __Diabetic Retinopathy   __ Laser Vision Surgery
Please list your current medications: ____________________________________________________________________________________________________________________________________________________________
Please list any allergies you have:  ____________________________________________________________________________________________________________________________________________________________
Primary Care Provider’s Name:  _________________________
Pharmacy Name/Location:  ______________________
Do you wear eyeglasses or contact lenses?  ___ Yes  ___ No, how old are they?               Eyeglasses ________ Contacts ________
Are you interested in new eyeglasses or contact lenses today?  ___ Yes ____No		         ___ Eyeglasses    ____Contacts

