Medical History Questionnaire
Crear Vision Eve Cane Centen / Dr. Derrick Skaggs and Associates, P.C.

Last Name: First: Middle: Today's Date:
Acdreas: City: Stato: Zipe
Hame Phone: () _work () cet:{__) EMat

sex: (AM [ F  Date of Bith: J J Age: Social Sacurity: / /
Empioyer: CheatLapn i Agdress:

Parson Raspansibie for Patiant: Relatenship: Phona | )

in case of emergency, contact: (not living In your household)

Harm: Palationshia:

Home Prane: { ) work: ( ) colt: ( )

Medical History

Miame of Medical Doctor: Br.'s Phone Mumbar: )

Last Madical Exam: f / Last Eys Exam: | i ==

Do you have any allergies 1o medicaons? ) Yes ) Mo i yes, explain:

List any madications wou take (includng ol coniracepiivas. aspirin, osef tha counter medicaions and remadias);

List all major injuries, surgerias and’or hospitalizations you have had:

Lisd mrvy ol the bollawing that wou have had: crossed eyes, lazy aye, drooping ayalid, prominent oyes, gliucoma, relingl desass. CRIATACIE, aye

infection, of ey® injuny:

Ara you pragnant andiar nursing? Jves Mo i yas, how lang?

Do you wears glassss? D ves Do If yas, howw old Is your prasant pair of lansas?

Do pou wear contact lersas? ) Yea [ Mo 1f yes, how oid i your presant pair of lenses?

Type of contact lonses: ) Rigid (1 Son [ Extended Wear L Other  Are they comforabin? Jves d Mo



Medical History Questionnaire
Dr. Darrick Skaggs and Associates, PG,

History
Plaase note any Mstony for you of your family (parerts, grandparents, sibings, children, iving or deceased) for the Talowing conditions:
Déssapn'Conditian You Felative Fielationsbip i You Dissasn/Condition Tou FAelathe Rnlationship to You
Bindnass J . | Lupua | :'
Cataracts g 9 Thyroid Disease I
Crossed Eyes a Q Amblyopss (Lazy Eye) 1
Glaucoma a O Retinal Disarder a
Wacuiar Degenarasan [ | ritis o
Aetral DetachmanDisnss o Eyo Surgory Q 3
Arihritis [ | - e Asthma D L:‘
Cancar J J Alloagias a 4
Dinbetos J i | _ R Kultiphe Sciarosis o | (|
Hearl Disease O & — Kidney Disasa 0 J
High Slood Prossune g 4 Other: g O
Insurance
» Optical Insurancs Compay ;

Mame of Insured: Ralationship:

Insured's ID#: . FPolicy of Group#:

Optical Insurance Company's Phona Numbars: or

* Major Medical Insurance Company

Mame of Insured Fekationship:
Insured's D Policy or Group#:
Major Medical Insurance Company's Phone Mumibes: ol

* Medicang ID#: Socondary:

| heraby authorze Or. Skeggs and Assoclates, P.C. 1o relsase any information conceming my cara o my nsurance company and othas
physiclans associated with my care. | hareby aulhonize payment directhy o Dr. Skaggs and Associates, PL.C., benefits otherwise payable
io me. | undarstand that | am financially responsibde for any charges not covered by my insurance. Further, il my insuranca is ditfenant
{rom the above named companies and'ar Dr. Skaggs and Assoctates, P.C, i3 unable fo recover paymand, | will be responsibla for the full
amaunt. | certity that the above information 5 tree and comect 1o tha bast of my knowladge,

Patient Sagnature Crata

Are you interested in what's available for you in contact lenses? O ves J No
Have you ever considered Laser Vision Correction? [ Yes [ No

For medically necessany reasons, | understand that the doctor may need to dilate, run a visual field, or take retinal photos of
my ave. | understand that thana will be additional charges for thesa sarvices. Thara will also be an additional charge for a
contact lens exam.

| will be paying today by Cash: Check: Credit Card

PAYMENT IS DUE WHEN SERVICES ARE RENDERED AND ARE NONREFUNDABLE.

| have read all the information on both sides of this sheet and completed the above answers. | cerity this information is true
and comect to the best of my knowledge. | will notity you of any changes in my status or the above information,

Patient’s Signature Date




