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Welcome Back _____________________ 
 

Patient Information 

Address:  City:  State:  Zip:  

Home Phone:  Work Phone:  Cell Phone:  

E-mail:  Employer:  
 
 

Major Medical Insurance Information 

Name of Insured:  DOB:  SSN:  

Relationship to Patient:     

Primary Insurance Co.:  Group #:  Member ID:  

Address:  City:  State:  Zip:  

Phone:  Deductible: $ Has the deductible been met?:  Yes       No 
 
 

Secondary Insurance or Vision Plan Information 

Name of Insured:  DOB:  SSN:  

Relationship to Patient:     

Primary Insurance Co.:  Group #:  Member ID:  

Address:  City:  State:  Zip:  

Phone:  Deductible: $ Has the deductible been met?:  Yes       No 
 
 

Medical History (Please circle all that apply) 

 You Family Member   You Family Member 

High Blood Pressure: Yes  /  No Yes  /  No  Seasonal Allergies: Yes  /  No Yes  /  No 

Diabetes: Yes  /  No Yes  /  No  Cataracts: Yes  /  No Yes  /  No 

Heart Condition: Yes  /  No Yes  /  No  Glaucoma: Yes  /  No Yes  /  No 

Lung Condition: Yes  /  No Yes  /  No  Macular Degeneration: Yes  /  No Yes  /  No 

Cancer: Yes  /  No Yes  /  No  Retinal Detachment: Yes  /  No Yes  /  No 

Thyroid Disease: Yes  /  No Yes  /  No  Lazy Eye: Yes  /  No Yes  /  No 

List any other conditions:  

List any eye surgeries:  

Are you pregnant?:   Yes      No     Do you smoke?:   Yes      No     Do you socially drink?:   Yes      No 

Medical Allergies?:   No      Yes:  

List medications you take regularly:  
(if unknown, list what you’re taking it for)  
 

 


