
New Patient 

Reason for today’s visit 

                

Name of Primary Care Doctor:             

Name of local pharmacy:             

Preferred Mail order pharmacy (if applicable)           

Would you like a new glasses prescription today?                         ☐Yes ☐No 
 
Are you interested in looking at glasses today?                               ☐Yes ☐No 
 
Would you like a new contact lens prescription today? *Additional charges apply*                                   ☐Yes ☐No 
 
Would you like more information on the Wellness Screening, which eliminates the               ☐Yes ☐No 
need to be dilated? $35 charge not billable by Insurance. Medical appointments, certain medical conditions, children under 18  
not eligible for the screening.  
 
Would you like more information about eye surgery? 
  ☐Yes:    ☐Yes:   ☐Yes:    ☐No 
  Cataract Surgery  LASIK Surgery  Glaucoma Procedure 
 
Do you currently or recently have any of the following: 
 

During a typical day in the past month, how often did 
your eyes feel uncomfortable (burning, grittiness, 
pain)? 

Never Rarely Sometimes Frequently Constantly 

During a typical day in the past month, how often did 
your eyes feel dry? 

Never Rarely Sometimes Frequently Constantly 

During a typical day in the past month, how often did 
your eyes look or feel excessively watery? 
 

Never Rarely Sometimes Frequently Constantly 

Blurry Vision ☐Yes ☐No 
Redness of eye(s) ☐Yes ☐No 
Double Vision ☐Yes ☐No 
New Floaters and/ or Light Flashes ☐Yes ☐No 
New Distortion of vision (e.g., straight lines look wavy) or missing spots in vision ☐Yes ☐No 
Sudden loss of vision (even temporary), such as graying or blacking out of vision ☐Yes ☐No 
Mucus, discharge or crusting of eye(s) ☐Yes ☐No 
Drooping eyelid(s) ☐Yes ☐No 
New or Worsening headache ☐Yes ☐No 
Fever or Recent Illness (cough, cold, flu) ☐Yes ☐No 
Dry Mouth ☐Yes ☐No 
Environmental or seasonal allergies ☐Yes ☐No 
Rapid heartbeat ☐Yes ☐No 
Wheezing or asthma ☐Yes ☐No 
Nausea ☐Yes ☐No 
Joint pain, joint stiffness and/ or arthritis  ☐Yes ☐No 
New or worsening rash ☐Yes ☐No 
Anxiety or depression  ☐Yes ☐No 
Any known Allergies?    

 

Patient Name (please print):      DOB:   Today’s Date:   


