
WELCOME TO EUGENE VISION CARE
3LE$6E 3RE6E1T $LL 9I6IO1 $1' ME'IC$L INSURANCE I1FORM$TIO1 TO RECE3TIO1I6T

Please complete both sides of the form. TURN OVER

'DWH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

3DWLHQW¶V FXOO LHJDO 1DPH BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
'O% BBBBBB�BBBBBBB�BBBBBBBSingle/Married/Widowed/Divorced 

$GGUHVV BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

CLW\ BBBBBBBBBBBBBBBBBB______ StateBBBB___  =LS BBBBBBB___    

3KRQH  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

EPDLO  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 

EPSOR\HU BBBBBBBBBBBBBBBBBBBBB OFFXSDWLRQ BBBBBBBBBBBB 

LDVW 3C3 9LVLW BBBB�BBBBB�BBBBB3rimary 'RFWRUBBBBBBBBBB___ 

LDVW E\H E[DP   BBBBBB�BBBBBB�BBBBBB

3UHYious E\H 'U� BBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Do you wear glasses?  ! Yes ! No
Do you wear contact lenses? ! Yes ! No
Are you interested in contact lenses?   ! Yes ! No
Are you interested in refractive surgery?         ! Yes ! No
Do you perform fine or close-up work? ! Yes ! No

Review of Systems
Do you currently have, or have you ever had, any of the following problems or conditions?

Yes No
Constitutional 

Fever, Weight Loss/Gain ! !
Cardiovascular 

Heart Disease ! ! 
High Blood Pressure ! ! 
High Cholesterol ! ! 
Stroke ! ! 
Vascular Disease ! !

Ears/Nose/Mouth/Throat 
Allergies ! ! 
Sinus Congestion ! ! 
Post Nasal Drip ! ! 
Chronic Cough ! ! 
Dry Mouth/Throat ! !

Respiratory 
Asthma ! !
Chronic Bronchitis ! ! 
Emphysema ! !
Sleep Apnea ! !

Yes No
Gastrointestinal 

! ! 
! ! 
! ! 
! ! 
! ! 

Crohn’s Disease 
Hepatitis A 
Hepatitis B 
Hepatitis C 
Ulcer / Reflux 
IBS

Genito-Urinary 
Bladder / Genital / Kidney ! ! 
Herpes Simplex ! ! 
Prostate  ! !

Musculoskeletal 
! ! 
! ! 

Joint / Muscle Pain 
Osteo Arthritis 
Rheumatoid
Gout

! !

Integumentary (skin) 
! ! 
! ! 

Eczema
Skin Cancer 
Psoriasis 
Herpes Zoster/Shingles

! !

Yes No
Neurological 

! ! 
! ! 
! ! 
! ! 

Headaches 
Migraines  
Multiple Sclerosis 
Seizures 

Psychiatric 
Anxiety / Depression ! ! 

Endocrine 
! ! Diabetes Type I 

Diabetes Type II ! !
Thyroid/Other Glands ! ! 

Lymphatic – Hematologic 

! ! 
! !

Immunologic 
! ! 
! ! 
! !

Anemia
Bleeding Problems

Cancer
Grave's Disease
Hives 
Lupus 
Organ transplant 
+I9 

! 

9LVLRQ IQVXUDQFH 3ODQBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB9LVLRQ IQVXUDQFH 3ODQBBBBBBBBBBBBBBBBBBBBBBBBBBB 
*URXS *URXS BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB    ID 1XPEHU 1XPEHU BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

IQVXUHG IQVXUHG 1DPH 1DPH BBBBBBBBBBBBBBBB BBBBBBBBBBBBBBBB IQVXUHG IQVXUHG 'O% BBB�BBB�BBB'O% BBB�BBB�BBB    

LDVW FRXU 'LJLWV RI LDVW FRXU 'LJLWV RI 661�BBBBBB661�BBBBBB  

2IILFH 8VH�
13  (3  ,1  1,  (*  &/ OV

! !

'R H[SHULHQFH IODVKHV RI OLJKW"   
II \HV ZKHQ" BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
'R \RX KDYH GRXEOH YLVLRQ" 
II \HV� ZKHQ"BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

! Yes ! No

! Yes ! No

WKDW LV WKH PDLQ UHDVRQ IRU \RXU YLVLW WRGD\"  BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Medical IQVXUDQFH 3ODQBBBBBBBBBBBBBBBBBBBBBB

*URXS *URXS BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB    ID 1XPEHU 1XPEHU BBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

IQVXUHG IQVXUHG 1DPH 1D               BBBBBBBBBBBBB BBBBBBBBBBBBBB     IQVXUHG IQVXUHG 'O% BBB�BBB�BBB'O% BBB�BBB�BBB    

LDVW FRXU 'LJLWV RILDVW FRXU 'LJLWV RI  661�BBBBBB661�BBBBBB  

!!

! ! 
! 

! !

! ! 

Christopher Leder

Christopher Leder

Christopher Leder

Christopher Leder

Christopher Leder

Christopher Leder
Please turn over and complete backside of form.



List all CURRENT prescriptions, over-the-counter prescriptions, 
eye drops and dosages for each.   

Amblyopia (Lazy eye)    ! Yes ! No  
Blindness and/or vision impairment ! Yes ! No  
Cataract      ! Yes ! No  
Macular Degeneration    ! Yes ! No

Glaucoma      ! Yes ! No  
Retinal disorder     ! Yes ! No

 
 

 

(mark yes or no to each entry. If yes then circle which family member. F=Father, M=Mother, 
B=Brother, S=Sister, A=Aunt, U=Uncle, G=Grandparent)

Social History (check one for each question)

Are you a drug user?  ! Yes      ! No

Are you a: 

!

Medications

No Medication Allergies     ! No Other Allergies

Strabismus (cross eyes)   ! Yes ! No 

Arthritis      ! Yes ! No 

Cancer      ! Yes ! No 

Diabetes mellitus    ! Yes ! No 

Hypertension (high blood pressure) ! Yes ! No 

Cardiovascular disease   ! Yes ! No 

Stroke      ! Yes ! No 

Tobacco Use/Smoking History 
! Cigargette smoker

! Cannabis smoker

! Vape

! Smokeless Tobacco

! Light tobacco smoker

! Former smoker

! NEVER Smoker

! Yes ! No

! Yes ! No

! Yes ! No

! Yes ! No

! Yes ! No

! Yes ! No

! Yes ! No

Ocular History
(mark yes or no to each question) 
Age-related macular degeneration 

Amblyopia (Lazy eye) 

Blindness-one eye  

Blindness-both eyes  

Cataracts  

Glaucoma  

History of refractive surgery  

Family Health History           

Injury to the eye region  ! Yes ! No

Keratoconus  ! Yes ! No

Retinopathy  ! Yes ! No

Strabismus (Crossed eyes)  ! Yes ! No

Tear film insufficiency (dry eyes)  ! Yes ! No

Other _______________________________________________________

______________________________________________________

! UQNQRZQ

! Non Drinker ! Heavy Drinker
! Social Drinker

Allergies
List any allergies you may have and reaction.

! No Medications

3DWLHQW�*XDUGLDQ 6LJQDWXUH�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 'DWH�BBBBBBBBBBBBBBBBB 
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______________________________________
______________________________________
______________________________________
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______________________________________
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