Sunset Eye Cllnlc, LLC / Sunset Vision Center, LLC

1. Patient mformatlon (le' ZHE{AfEhy
o= £ (Name): '—l‘OI(Age)

R (Date):

] ?.J(Occupatlon)
X2 2 AR LW (Last Medical exam)

&3 (Employer):

xx' °| O| & (Medical doctor’s name)

K| 9} MBHAS (Dr's phone nurber):

2. Eye Health History (=71 Z) (Please check a any symptom/condmon that applies.)

2 g0 ofg MBS E At SN2,

O 2t O|Lt =7 QB (Need new glasses/ contact lenses)

O {712 Al X3} (Blurry Distance Vision)
E] ZHE Al XS} (Blurry Near Vision)
O 40| /2 & (Tired eyes) .
O HRE AFA| &0 1L|§°" (Computer Eye Stram)
O 9FA| (Lazy eye)
OAt20] 4 X‘IEO' (Double v1smn)
. D A|0F7f FOFZ! (Loss of side VlSlon)

& (Headache)
[:J éolfﬁtfl—l‘f s/ Eidl

OLFO|Lt 3= 0]Qlo| CHE EH 2 = o Ha| Al
[0 LY EF (Cataract)
0 ©FA] (Amblyopia)
O &0 242 Y2%0| JUE (Eye Injury)
O 7|E}E S (Other) - :

Z T et HE M (Date of last éye exam):

[:I 'l'—‘—r 2 4 (Light sensitivity)

LA H Q! AlE 24 (Transient vision loss)
D o8 ?:J' S 4} (Foreign body sensation)
O ¢t HZEZF (Dry eyes) ‘
osg (Red_eyes)
O7tH-&3 (tch 'eyes)
OE&0| X} S5 (Watery Eyes)
omrtes (Burnmg) ‘
O =Ctel77| (Sties)

™ A 2 (Flashes /floaters in vision)

Ho| ALt (Have you ever had a problem in the following areas?)
O gt (Macular degeneration)
DAY H/Z29H (Infection)

O=UE (Glaucoma)

Do you wear contact lenses? (Yes/No)

AJ.LE/0|.|: =lE~IlE aﬂxE A|--9-o|-A|L|-_9_‘7 (01]/ OI-L[_Q_)

Are you interested in contact lenses? (Yes /No)
ZEE URE ABEAIZ QLT (0 /0pR )
Do you use a computer regularly? (Yes/ NQ )
HREHE Z7I1Hoz A LIt (Cl/ otLe )

3. Review of System (A! |l
A Z20)T0| TICHS ol 63 O] ALA|H X sl
xﬂ & % (Constitutional)
& (Fever)
D xﬂ% Z 7t (Weight gain)
O HE &4 (Weight loss)
I 3 H e (ntegmumentary skin)
L &H| 2% (Endocrine)
O Zhadd/2fEf - .
ol 2et (Psychiatric)

Do you wear glasses?
orEE A0 A M7t

(Yes/No)
(0 / otL|2)

If so, how many.hours?
- ROFLE AR AR SHY L Tte

) Do you currently, or ever had any problems in the following ares, check all that apply. -

FN .

2 SH(Respiratory)

(Asthma)

712X g (Chronic Bronchltls)
7| (Emphysema)

2} (Vascular)

(Diabetes)

} 8% (Heart pain)

f (High blood pressure)
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7,3, o dgt (Ear, Nose, Throat, Mouth) - DOE2EY (Vascular Disease)

O ¥ 271/ 7t% Y& 2] (Allergies/Hay Fever) 2| &2 B2t (Gastrointestinal)

00 29}%! (Sinus Congestion) O A Al (Diarrhea)

0O 2= (Runny Nose) O #H[ (Constipation)

[1 ZH| & (Post-Nasal Drip) - H| k7| 3t E Bt (Genitourinary)

00 2+ 7] & (Chronic cough) - ' O MZ/242 (Kidney/Bladder)
mE=1e]n/olfo]l OFE (Dry Throat/ Mouth) =22 E & (Bones/Joints’Muscles)

2 27|/HY AS (Allergic/Immunologic) O ROFE|AY 2P S (Rheumatoid Arthritis)
B Z 22 Y F0f| (Lymphatic/Hematologic) , O 28 (Muscle Pain)

O Y% (Anemia) ' O&E &3 (Joint Pain)

O &< 3t (Bleeding problem) :

If you answered YES to any of the above or have a condition not listed, please explain:
P ASE MASH 50| AL CHE S ZArE0| U2 AI B M) AL

List any medications you take including birth control, over the counter medications, eye drops, and home remedies:
AT =8 StAIE 0] USAIH HOIFH| 2 (24, A|F EHOR O, I ok H|EFDI 23}

Allergies to medications: ) ' ’ Are you pregnant/ Nursing? (Yes/ Nd)
ool &2{X|ELE 0} o L7t YU Z2 =R FO|MLT 0/ 0t Q)

4. Family History ( 7FE AFEh (Please check if your relatives had/ have any- of the following conditions)
7IESO| SHE Aleto] U AIH K Asto TH 2,

0O Al Z{ & 0fl (Blindness) O ArAl(Crossed eyes) 0129t Bt (Retinal problems)

O 1A Sf (High Blood Pressure) (1 4 LH &} (Cataract) 0= W& (Glaucoma) O2EH (Arthritis)
00 28 S (Macular Degeneration) [ 5 iz (Diabetes) O M8 H(Kidney disease) [ Y (Cancer)

O &4 M (Thyroid Disease) 0O g%& (Lupus) 0O 7| Ef & 8 (Others) -

5. Social History (CI& AI"?}) (This information is kept confidential. However, you may discuss this portion with the doctor)

SE HEEHY RS YLICH SHEIAID o|Ate} AEIBIM & &L

Do you drive? (Yes / No) If yes, do you have visual difficulty when driving? (Yes/No)

USSHHLM (O/0tHR) M A2 2R 2 Qs ofa{20] YA LMt (o OtL{R )

Do you use cigarettes/tdbacco? (Yes/No) Alcohol? (Yes/No) Other substances? (Yes/No)

S92 st (o) /ot Q) S EYUI (0 /0tL| Q) CHE 9FES MEstLnte (0l /otL R )

Have you ever been exposed or infected with: _
Che YO =E AL ZHE ol oAl 7 OUE (Gonorrhea) O ZFE (Hepatitis) DHIV 0 IS (Syphilis)

Doctor’s sj gnatur,é




