
l/tsto,tt €ourcz
Patient Health Information

Mason Family Eye Care

Medical Historv
Q' List medications you are cunently taking (prescription and over-the-counter.)

hy luring your

Name: Date:
Binh Datc: Social Security Numbcr E-mail addrcss

Arldress. City. State. Zip Home Telephone:

Worl Telephone:

Manicd Single Divorced Widow Other

Caucasian AfricanAfterican Hispanic Other

Thank you for taking the time to carc[ully cotnplete the patient health inlonlation fornl wi hc rerrcwed hy the lo(tol
examlnation. All information proriled will be held in sli.t contrlence.

I Doyou have any allergies to medications? Y N If yes, please list

{D List major illnesses, injuries, and surgeries you have had.

9 Name and office location
I Date of your last physical

of your medical doctor(s).

examination.
I Height (approximate) Weight (approximate)

Social Historv
Employer OccuDation
List your hobbies/ recreational activities.
Do your occupation or hobbies/ recreational activities require the use of safety eyewear? y

t9 Do you wear glasses? Y
9 When do you wear your glasscs?

N 9 Date oflast complete eye cxam.
I Are you pregnant/nursing? Y N
9 Have you wom contact lcnses? Y N
9 Do you now wear contact lmscs? Y N
9 What type of lens?

Hard/RCP Soft Extcndcd Bifocal

9 How old are your glasses?

9 What typ€ ofglasses?
Single Bifocal Trifocal Progrcssive

Do you use a computer at work or at home? Y N Do you Drink alcohol?
If yes. how often?

Y N

Do you drive? Y N
lfyes, do you have visual difficulty when driving? Y N

Have you cver been exposcd to HM Y N

Do you use bbacco prcducts? Y N Have you ever been exposed (oT8? Y N



lryes. what amouny' how lonSl 

- 

|

Corulition Yes If yes, please eVlain

Eye injury, pain, or surgcry

lnss of vision

Bluned vision

Tired eyes

Redness

Itching

Buming

Sandy or dry eycs

Ercessive tears (walery cyes)

Vision disturbance

Lighl sensitivity/ glare

Double vision

Claucoma

Cataract

Macular Degeneralion

Diabetic retinopalhy

Amhlyopia (lazy cyc)

Eye-tum (eso- or exotropia)

Kemtoconus (comea disease)

Constitutional (fcvcr, wciSht loss)

Ei.rs, nose, moulh, thruat

Respiratory (asthma. emphysema,

etc)

Cardiovascular (high blood prtssure,
vascular disease, ctc)

Caslrointestinal (diarrhca,
constipalion, ulccrs, etc)

Genilourinary (Benitals. kidney,
bladder)

Musclev bonev joints (aalrilis, elc)

End6rine (diabctcs, thyroid, ctc)

Plychiafic (bi'polat, deptessio!,
ADD, schizopbrenia, elc)

Bl(xxl. Lymph (anemia, hiSh
cholesterol, etc)

Allergic/ lmmunologic (hay fever,
lupus, etc)

Skin

Neurological (headachcs, multiple
sclerosis, etc)

Current Symptoms and Diasnosed Conditions

I am responsible for pqyment qt the time of each visit for all senices provided by Dr Linsley, ,rol covered by insurance- My
signature sen'es as a " signature onJile" for claius processing and for release of medical information to my insurance
carrier and medical consullants.

Signature of potient or person quthoized to sign for patient Date


