MILLER OPHTHALMOLOGY ASSOCIATES, LLC

Welcome to our practice.  Please fill out this form to the best of your ability.  (You may use the back of this form if you need additional space.)

NAME: __________________________________________

DATE:_____________________

Ears, nose, or throat (sinus problems)


YES    NO
Describe__________________________

Cardiac (heart attack/arrhythmia/murmur/angina)
YES    NO
Describe__________________________

Circulatory (high blood pressure)


YES    NO
Describe__________________________

Lungs/respiratory (asthma/bronchitis)

YES    NO
Describe__________________________

Gastrointestinal (ulcers/colitis/Crohn’s)
 
YES    NO
Describe__________________________

Genitourinary (kidney/prostate problems)
 
YES    NO
Describe__________________________

Gynecologic (fibroids)



YES    NO
Describe__________________________

Skin (basal cell/psoriasis/chicken pox/eczema) 
YES    NO
Describe__________________________

Musculoskeletal (arthritis/joint replacement/)
YES    NO
Describe__________________________

Neurologic (headache/seizures/Parkinson’s/stroke)
YES    NO
Describe__________________________

Blood or bleeding disorders (Sickle cell trait)
YES    NO
Describe__________________________

Immunologic




 
YES    NO
Describe__________________________

Endocrine (thyroid disease/diabetes)

 
YES    NO
Describe__________________________

Cancer





 
YES    NO
Describe__________________________

Eye problems (glaucoma/cataracts/macular)
 
YES    NO
Describe__________________________

Eye (or eye muscle surgery)


  
YES    NO
Describe__________________________

Any medical problems not mentioned

YES    NO
Describe__________________________

Do you have a history of depression, anxiety or other mental disorder?


  YES    NO
Are you currently experiencing depression, anxiety or other psychological complaints?       YES    NO

Have you ever been treated by anyone for these symptoms?




  YES    NO

Are you currently being treated with any medication or other forms of treatment for a mental health problem?













  YES    NO       

If so, what?_______________________________________________________________________________

Family history of eye problems (keratoconus, lazy eye, glaucoma, macular degeneration)?  YES    NO

Describe_________________________________________________________________________________

Family history of medical problems: 







  YES    NO
Describe_________________________________________________________________________________

Please list any eye medications you are taking: __________________________________________________

Please list any prescription medications you are taking: (include hormones, birth control pills, etc.): ________________________________________________________________________________________

________________________________________________________________________________________

Please list any nutritional/dietary supplements and/or herbal medications you are taking: ________________________________________________________________________________________

Do you have any allergies to medicine?

YES    NO
Describe___________________________

Environmental allergies (hayfever, cats, dogs)?
YES    NO
Describe___________________________

Do you smoke?



  
YES    NO
If so, how much per day? _____________    

Do you drink alcohol?



  
YES    NO
If so, how much per day? _____________

Who is your primary physician (name, address, phone):
________________________________________









________________________________________









________________________________________









________________________________________

1. Are you aware that we offer laser vision correction (LASIK) to correct nearsightedness,      

    farsightedness and astigmatism?







  YES          NO

2. Would you like to discuss laser vision correction with our technical staff?
              YES          NO

3. Would you like information on LASIK and/or financing to take home?


  YES          NO

FEEL FREE TO BROWSE OUR OPTICAL SHOP

