
5275 East Trindle Road Mechanicsburg, PA 17050  Ph:  717-697-7288  Fax:  717-697-6010
__________________________________________________________________________

Welcome To Our Office
(Please fill out form completely)

Name: _____________________________________ Date:________________
Address: ___________________________________ Phone:_______________ Cell:_________________
___________________________________________ Work:________________
Birth Date: _______________ email:_________________________________________________________      
Current Ht: _______________ Current Wt: _____________ * needed for prescribing medications/medication history 
Social Security No.________________________ Occupation:_____________________________________
Physician’s Name: ___________________________________________________________________ 
Physician’s Phone:_______________________________________________________________________
History/Conditions
Last Eye Exam:______________________ Last Medical Exam:_______________
List of Current Medications (Include oral contraceptives, hormones, vitamins, home remedies and non-prescription)
______________________________________________________________________________________________
______________________________________________________________________________________________
______________________________________________________________________________________________
Medicine Allergies: 
______________________________________________________________________________________________
______________________________________________________________________________________________
Allergies:__________________________________________________________________________________

Injuries, Surgeries, Hospitalizations: ____________________________________________________________

Check the appropriate boxes:
Flu Shot □yes (Date-        )  □no
Crossed Eyes □
Drooping Eyelids □
Retinal Disease □
Lazy eye □

Eye Infections □
Cataracts □
Glaucoma □
Pregnant/ Nursing □
Eye Injuries □

Wearing Glasses □
Wearing Contacts □ (Type)_______________________________________________________________

Family History
(Please identify any family history including parents, grandparents, brothers sisters, children and if living or 
deceased)
Disease/Condition No Yes ? Relationship to you
Blindness □ □ □ __________________________________________
Cataract □ □ □ __________________________________________
Crossed Eyes □ □ □ __________________________________________
Glaucoma □ □ □ __________________________________________
Macular Degeneration □ □ □ __________________________________________
Retinal Detachment □ □ □ __________________________________________
Retinal Disease □ □ □ __________________________________________
Arthritis □ □ □ __________________________________________
Cancer □ □ □ __________________________________________
Diabetes □ □ □ __________________________________________
Heart Disease □ □ □ __________________________________________
High Blood Pressure □ □ □ __________________________________________
Kidney Disease □ □ □ __________________________________________
Lupus □ □ □ __________________________________________
Thyroid Disease □ □ □ __________________________________________
Other □ □ □ _________________________________________

Pharmacy Name:__________________________            Town: ____________________________________



Social History 

(This information is kept strictly confidential. You may elect to discuss this area directly with the Doctor if you prefer.)
□ Yes, I would prefer to discuss this with the Doctor.

Do you drive? □ no   □ yes   
If yes, do you have any visual difficulties when driving? □ no   □ yes If yes, please 
describe:____________________________________________________________________

_________________________________________________________________________________
Do you use tobacco products? □ no   □ yes If, yes, type/amount/ how long:______________________
Do you drink alcohol? □ no   □ yes If, yes, type/amount/ how long______________________________
Do you use illegal drugs? □ no   □ yes If, yes, type/amount/ how long___________________________
Have you ever been exposed to or infected with, 

□ Gonorrhea,   □  Hepatitis,    □ HIV,    □ Syphilis

Review of Health Systems – Personal Health History
SYSTEM NO YES ? NO YES ?
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT

FEVER, WEIGHT LOSS/GAIN □ □ □ ALLERGIES/HAY FEVER □ □ □
INTEGUMENTARY (SKIN) □ □ □ SINUS CONGESTION □ □ □
NEUROLOGICAL RUNNY NOSE □ □ □

HEADACHES □ □ □ POST-NASAL DRIP □ □ □
MIGRAINES □ □ □ CHRONIC COUGH □ □ □
SEIZURES □ □ □ DRY THROAT, MOUTH □ □ □

EYES RESPIRATORY

LOSS OF VISION □ □ □ ASTHMA □ □ □
BLURRED VISION □ □ □ CHRONIC BRONCHITIS □ □ □
DISTORTED VISION/HALOS □ □ □ EMPHYSEMA □ □ □
LOSS OF SIDE VISION □ □ □ VASCULAR/ CARDIOVASCULAR

DRYNESS □ □ □ DIABETES □ □ □
MUCOUS DISCHARGE □ □ □ HEART PAIN □ □ □
REDNESS □ □ □ HIGH BLOOD PRESSURE □ □ □
SANDY, GRITTY FEELING □ □ □ VASCULAR DISEASE □ □ □
ITCHING □ □ □ GASTROINTESTINAL

BURNING □ □ □ DIARRHEA □ □ □
FOREIGN BODY SENSATION □ □ □ CONSTIPATION □ □ □
EXCESS TEARING/WATERING □ □ □ GENITOURINARY

GLARE/LIGHT SENSITIVITY □ □ □ GENITALS/KIDNEY/BLADDE

R

□ □ □

EYE PAIN, SORENESS □ □ □ BONES/JOINTS/MUSCLES

CHRONIC INFECTION EYE OR 
LID

□ □ □ RHEUMATOID ARTHRITIS □ □ □

STIES OR CHALAZION □ □ □ MUSCLE PAIN □ □ □
FLASHES/ FLOATERS IN VISION □ □ □ JOINT PAIN □ □ □
TIRED EYES □ □ □ LYMPHATIC/HEMATOLOGIC

ENDOCRINE ANEMIA □ □ □
THYROID/ OTHER GLANDS □ □ □ BLEEDING PROBLEMS □ □ □

ALLERGIC/IMMUNOLOGIC □ □ □ PSYCHIATRIC □ □ □
If you answered YES to any of the above, or have a condition not in the above list, please explain and list 
medications: 

__________________________________________________________________________________OD


