CITY CONTACTS OPTOMETRY

Vincent P. Penza, O.D.

Kathetine H. Morioka, O.D.

| PATIENT INFORMATION

Name(Last, First, Middle Inidal)

Date

Address City, State, ZIP

Phone: (H) (W) ext. (Cell)

Email Address

Social Security # Driver's License # Birthdate Age
Occupation Employer

How did you hear about our Office? OReferred By: Relationship:

Olnsurance  OYellow Pages OJOther:

| - ACCOUNT RESPONSIBLE (Parent/Insured Party)

If the patient is the account responsible, you may skip this portion.
Name of Acct. Responsible

Relationship to Padent

Phone: (H) W) ext: Is the account responsible a patient here? Oy ON
Social Security # Birthdate Employer
| INSURANCE INFORMATION (***Please give card to front desk at Check-In)
VISION: MEDICAL:
Name of Insurance: Name of Insurance:
Insurance Type: CJHMO (UJPPO UUPOS LJOTHER
Name of Insured: Name of Insured:
| OCULAR HISTORY
Main Reason For Today's Visit (JExam (OGlasses (JContact Lenses (DLasik Evaluation (OMedical Visit (JOther
Please check if you are experiencng any of the following:
Buming Double Vision Headaches Mucous Discharge Floaters/Flashes
Distance Blur Dry Eyes Irchiness Redness Bumps In/Around
Eye
Special Visual Tasks/Hobbies/Sports:
Date of your Last Eye Exam? Doctor's Name:
[GTASSES: CONTACT LENSES:
YES NO Have you ever worn Contact Lenses? OYes ONo
Do you currently wear Glasses? ] () If so, what type? BRAND,
If so, do you wear Prescription Sunglasses? (O O Circle one: Daily Soft  EW Soft  Disposable  Hard Gas Permeable
How old is your curtent pair of glasses? _yz(s) When was the last time you wore Contacts?
Do you work at a computer monitor? O O Are your Contact Lenses comfortable? OYes ONo
Do you need safety glasses at work? O ('_T] What disinfection system do you use?
Where do you buy your Contacts?,
Monovision? (JYes LINo

Would you like information about Laser Refractive Surgery?

L3

OYes (ONo

| CANCELLATION POLICY

I

, acknowledge that City Contacts Optometry requires

24-hour notice for any rescheduling or cancellation of an appointment. If for any reason I should not give
apptroptiate notice, I understand that I will be charged a No-Show fee.

Padent Signature

Date

¥k COMPLETE BACK PORTION****




CITY CONTACTS OPTOMETRY
Vincent P. Penza, O.D.

Katherine H. Morioka, O.D.

MEDICAL HISTORY QUESTIONNAIRE

This intormation will remain strictly contidential. It you would Tike to discuss this information directly with the doctor, please check this box. [

Are you allesgic to any medications? Please specify:

Are you currently taking any medications? Please specify type & reason.

Do you currently have any infectous diseases? If yes, what type:

YES NO YES NO
Do you use Tobacco Products? O (] Do you use any Controlled Substances? O O
Do you drink Alcohol? O O
SYSTEMIC REVIEW:

Do you currently, or have you ever had any medical problems in the following areas:

Please use this key for filling out Family History; Only Underlined Portions Need Family Member History

M = Mother A = .Aunt GM = Grandmothet (M) = Maternal
F = Father U = Unde GF = Grandfather (P) = Paternal
Self Family

ALLERGIC/IMMUNOLOGIC YES NO  Members GASTROINTESTINAL
Drug Allergy ] O Ulcers
Envitronmental Allergy O O Digestive
Human Immunodeficiency Virns(HIV) O ] Other:

Rheumatoid Arthritis O Q GENITOURINARY
Lupus (] O Sexually Transmitted Disease
Other: O O Other:

CARDIOVASCULAR/VASCULAR HEMATOLOGIC/LYMPHATIC
High Blood Pressure (] O Anemia
High Cholesterol 0o O Latrge Volume Blood Loss
Hypertension ] ] Other:

Stroke (] O INTEGUMENTARY (SKIN)
Other: o O Eczema

CONSTITUTIONAL Rosacea
Fever, Weight Loss/Gain ] - Other:

Other: a O MUSKULOSKELETAL

EAR, NOSE, MOUTH, THROAT Fibromyalgia
Upper Resp. Tract Infection ] ] Muscular Dystrophy
Other: 0O O Other:

ENDOCRINE NEUROLOGICAL
Diabetes O O Multiple Sclerosis
Hormonal Dysfunction (] ) Epilepsy
Thyroid Dysfunction ] () Other:

Other: O -} PSYCHIATRIC

EYES Depression
Blindness of any kind O ] Panic Disorder
Cataracts a ] Other:

Crossed Eye/Lazy Eye/Wall Eye O O RESPIRATORY
Double Vision O O Asthma
Glaucoma () ) Bronchitis
Macular Degeneration O O Emphysema
Eye Surgery: ] a Other:

Other: O O

0000 OO0 000 000 000 000 00 0OO0CH

Self

0000 000 000 000 000 000 00 0003

IRCVit.'wL‘d ) Dr Init

Date

If you answered YES to any of the above or have a condition not listed, please list and include related medications below:




