Welcome To Our Office
  
eye see optical
        Dr. Barbra R. Johnson
Date___________________  

Name____________________________________________  Sex:   Male or Female
Address__________________________________________   Birth Date ______/_____/_____Age_______
City___________________ State___________Zip_________ Employed by_____________________
Home Phone __________________    Work_______________________ Occupation ______________________
Cell_______________________ email_____________________________     Hobbies ______________________

How did you hear about our office?  __________________________________________________
Age of Eyeglasses __________________________ Last Eye Exam _______________________

Vision Insurance Company _______________________________ ID #   __________________________
Primary Insured’s Name __________________________________Relationship ____________________

Primary Insured’s Date of Birth   ______/______/______

In Case of Emergency Notify_______________________________ Relationship ___________________
Do you currently or have you ever had any problems in the following area? If YES, please provide details.     

	PROBLEM
	 YES   
	  NO
	DETAILS  

	Burning
	
	
	

	Discharge from Eyes
	
	
	

	Distorted Vision
	
	
	

	Double Vision
	
	
	

	Dry Eyes                              
	
	
	

	Eye Strain/Fatigue
	
	
	

	Eyes Water
	
	
	

	Floaters or Flashes  (circle)                      
	
	
	

	Infection of Eye or Lid
	
	
	

	Itchy Eyes
	
	
	

	Loss of Vision
	
	
	

	Pain
	
	
	

	Red Eyes
	
	
	

	Scratchy /Gritty Feeling         
	
	          
	

	Sties or Chalazion
	 
	          
	

	Blurred Distance Vision
	
	
	

	Blurred Near Vision
	
	
	

	
	
	
	






		Do you wear glasses now?		 YES	NO     


		Do you wear contact lenses now?	 YES 	NO


		Do you want contact lenses?	                YES   NO (Additional fees apply)














	








Patients Signature								           Date








