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Circle one 
Mr. Ms. 
Mrs. Dr. 

 

Last Name First Middle 
    

 

Street Address     Apt # 
 

 

City          State   Zip 

 

Home #  

Work #  

Cell #  

Email  

(Email info for reminders of glasses and contact lens only) 
 
 

SSN  

 

DOB  Age  M   |   F 
 

If Minor, Parent Name  

 

Employer  

Occupation  

Referred by  

 

Primary Care Doctor  

Phone #  

 

Vision Plan  

ID #  

 

Medical Ins  

ID #                                                                                                                     

Primary 
Insured Name 
& DOB 

 

 

Revised 02/09 
 

General Eye/Vision Questions 

Do you wear glasses? Y N 
 

Type: Distance Reading Bifocal Progressive 
 

Do you wear contact lenses? Y N 
 

Brand?  

Solution?  

Age of current lenses  

 

Please briefly describe the reason for your visit.  Any problems 
with your eyes, glasses or contact lenses? 
 
 
 
 
 
 
 
*Please also complete the patient history questionnaire 
 
 
 

  

Signature (parent or guardian if minor)        Date 
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METROPOLITAN VISION CORRECTION ASSOCIATES - PATIENT HISTORY QUESTIONNAIRE

Name: DOB: SSN: 

Today’s Date: Last Eye Exam: Were you dilated?       Y   |   N 
 

 

OCULAR / EYE HISTORY 
Do you have any of the following symptoms?           Y      N 

Blurred distance vision   

Blurred near vision   

Sudden loss of vision   

Eye strain while reading or at the computer   

Burning   |   Itch   |   Discharge   

Grittiness or dryness   

Watery Eyes   

Double Vision   

Eye Pain   

Glare   |   Light Sensitivity   |   Halos   

Floaters or spots in vision   

Flashes of light   

Night vision problems   

Other: 

 

Have you been told you have the following?             Y      N 

Glaucoma or high eye pressure   

Cataracts   

Macular  Degeneration   

Keratoconus   

Retinal holes or tears or detachments   

Other: 

 

 

ALLERGIES            none 
 

 

 

MEDICATIONS       none 
(please include eye and medical) 

 

 

 

 

 

MEDICAL HISTORY 
Do you have any of the following?               Y      N 

Heart Disease   

Hypertension (High blood pressure)   

Diabetes   

High Cholesterol   

Asthma   

Migraines   |   Headaches   

Arthritis   

Multiple Sclerosis (MS)   

HIV   

Cancer   

Other   |   Surgeries: 

 

Do you have any problems with these systems?       

              Y   N        Y   N 

Allergic/Immune    Genitourinary   

Blood / Lymph    Mental   

Cardiovascular    Musculoskeletal   

Ear/Nose/Throat    Nervous   

Endocrine (glands)    Respiratory   

Gastrointestinal    Skin   

Please Explain: 

 
 

 

FAMILY HISTORY 
Do any family members have the following? 

              Y   N        Relation 

Glaucoma     

Macular Degeneration     

Blindness     

Eye turn / lazy eye     

Diabetes     

Hypertension     

 

Doctors use only  -  do not write below this line 

Today’s Date:   Date:      Date: 

           No changes          Changes as noted        No changes           Changes as noted 

Dr. Initials:   Dr. Initials:     Dr. Initials: 

ArtJung
Typewritten Text

ArtJung
Typewritten Text
Please List your

ArtJung
Typewritten Text
Please List your

ArtJung
Typewritten Text


	Home: 
	Work: 
	Cell: 
	Email: 
	Age: 
	If Minor Parent Name: 
	Employer: 
	Occupation: 
	Referred by: 
	Primary Care Doctor: 
	Phone: 
	Vision Plan: 
	ID: 
	Medical Ins: 
	ID_2: 
	Primary Insured Name  DOB: 
	Brand: 
	Solution: 
	Age of current lenses: 
	Please briefly describe the reason for your visit Any problems with your eyes glasses or contact lenses: 
	Todays Date: 
	Last Eye Exam: 
	Other  Surgeries: 
	Other: 
	Please Explain: 
	Other_2: 
	Relation 1: 
	Relation 2: 
	Relation 3: 
	Relation 4: 
	Relation 5: 
	Relation 6: 
	Street: 
	Apt: 
	City: 
	State: 
	Zip: 
	MI: 
	Check Box11: Off
	Check Box12: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	DOB: 
	SSN: 
	Last Name: 
	First: 
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Allergies: 
	Medications: 
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box53: Off
	Check Box75: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off


	Check Box79: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off

	5: 
	0: Off
	1: Off


	Check Box80: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off

	5: 
	1: Off
	0: Off


	Check Box81: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off

	2: 
	0: Off
	1: Off

	3: 
	0: Off
	1: Off

	4: 
	0: Off
	1: Off

	5: 
	0: Off
	1: Off


	Check Box82: 
	0: 
	0: Off
	1: Off

	1: 
	0: Off
	1: Off


	Check Box1 yes: Off
	Check Box1 no: Off
	Text2: Patient Consent / Authorization of Payment /
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I have been given the opportunity to read a copy of Metropolitan Vision's Notice of Privacy Practices.


