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PATIENT INFORMATION 

Patient's Full Name: _____________________ Date of Birth: __________ _ 

Patient's Home Address: 

City, State, Zip: 

Guardian Full Name: _____________________ Guardian Date of Birth: ______ _ 

Patient's Status: 0 Male O Female O Single O Married O Widowed O Divorced 

Please be advised this will be an automated message left on your voicemail or by anyone who answers this phone number. 

Preferred Method: D Home D Cell D Email 

Patient's Home Phone: __________ Patient's Cell Phone: ( __ _ 

E-Mail Address:

May we leave medical information on your voice mail at home? DY es D No On your cell phone: DY es D No

May we leave medical information with another person? 

May we release medical information to your spouse? 

D Yes D No If yes, with whom? _________ _

□Yes □ No

Referring Physician Name: ___________________ Phone: ( ___ ) __________ _

Address: ___________________ City: ____________ State: ______ _

Primary Care Physician Name: __________________ Phone: ( __ _

Address: ___________________ City: ____________ State: ______ _

RECEIPT OF NOTICE OF PRIVACY PRACTICES 

For a copy of our Privacy Notice please visit our website@ www.arleye.com 

Patient's Signature: ________________________ Date: 

RACE: 

American Indian or Alaskan Native 
Asian 

HEALTH REFORM QUESTIONS: 

White 
_Hispanic 

ETHNICITY: 

_Hispanic 
_ Non-Hispanic 

Native Hawaiian Other Race ______ _ _ Unreported/Refused to Report 
Black or African Ame1ican _ Unreported/Refused to Report _ primary Language ______ _ 

Please tell us in your own words what brings you to our office today: ----------�-----------

Do you currently have any problems in the following areas? 
EYES YES NO YES NO 

Loss of vision D D Loss of side vision D D 
Poor night vision D D Double vision D D 
Redness D D Dryness, sandy or gritty feeling D D 
Surgery to eye muscles D D Sjogren's Syndrome D D 
Blurred vision D D Night vision D D 
Difficulty reading D D Difficulty driving D D 
Difficulty seeing television D D Mucous discharge D D 
Halos D D Previously diagnosed cataracts D D 
Excess tearing/watering D D History of retinal detachment D D 

Recurrent infections 
Eye pain or soreness 
Glare/light sensitivity 
Foreign body sensation 
Floaters or spots 
Itching, burning 
Flashing lights 
Tired eyes 

YES NO 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 
□ □ 

Do you wear glasses? _____ How long have you had your current pair? _______________ _ 

Do you wear contacts? ____ What type? ____________ How old is the current pair? ___ _ 

Do you use tobacco? ____ If "YES", how much daily? ____________________ _ 

PLEASE CONTINUE ON OTHER SIDE 
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