
Korver Eyecare Center 
Welcome to Our Office 

 
TELL US A LITTLE BIT ABOUT YOURSELF… 
 
Name ____________________________________ Today’s Date _____________________________ 
 
Address __________________________________ Date of Birth _____________________________ 
  
_________________________________________ Male _____  Female ______ 
 
City/State/Zip _____________________________  S.S.N. ___________________________________ 
 
Home Phone No. ___________________________ Marital Status:      S      M      D     W  
 
Daytime No. _______________________________ Employment Status:      FT        PT        Other      
 
Cell Phone No. _____________________________ Employer _________________________________ 
 
Email Address ______________________________ Occupation ________________________________ 
 
How did you hear about us: Family/Friend       Yellow Pages        Insurance         Newspaper         Other 
 
If the patient is a child: 
 Parent’s Name ________________________ Parent’s Address ___________________________ 
 
Primary Insurance – Please Present Insurance Card 
 
Note:  Most insurance policies pay only a portion of your total charges.  If you have questions about your 
 Coverage, please contact your representative.  We do not guarantee the accuracy of benefit 
 Information given to us by insurance companies!!!  Please understand that financial responsibility 
 For your account is yours, not your insurance company’s.   I authorize the release of any medical or 

Other information necessary to process insurance claims.  I authorize payment of medical benefits to 
The doctor. 

 
Signed: _________________________________________________  Date: _________________________ 
 
Insurance Company __________________________ I.D. # ____________________________________ 
 
Insured’s Name _____________________________ Insured’s Birthdate __________________________ 
 
Insured’s Address ____________________________ 
 
(City, State, Zip) _____________________________ 
 
Insured’s Employer ___________________________ 
 
Patient Relationship to Insured: 
 Self ____ Spouse ____ Child ____ Full Time Student ____ 
 
Payment is due when services are rendered or materials ordered. 
 

Medical History Questionnaire 



 
Last eye exam: _____/______Dr________________ Last Medical Exam______/______ Dr._______________ 
Reason for today’s visit______________________________________________________________________ 
Do you wear glasses?  ____ No  ____ Yes If yes, how old _______________   Sunglasses  ___ No ___ Yes 
Do you wear contact lenses?     ____ No    ____ Yes Type: ____________________________________ 
Special Visual needs:(reading, computer, hobbies etc)____________________________________________________________ 
Do you have any allergies to medications?  ____ No ____ Yes If yes, explain: _______________________ 
List any medications you take: ________________________________________________________________ 
List all major injuries/surgeries: _______________________________________________________________ 
Do you use tobacco   ___ No ___ Yes alcohol ___ No ___ Yes drugs ___ No   ___ Yes 
 
Review of Systems 
Do you currently, or have you ever had any problems in the following areas: 
System    NO  YES       NO YES 
 
CONSTITUTIONAL      EARS,NOSE,MOUTH,THROAT 
 FEVER, Weight Loss/Gain ___ ___   Allergies/Hay fever  ___ ___ 
INTEGUMENTARY (skin problems) ___ ___   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/CARDIOVASULAR 
 Double Vision   ___ ___   Diabetes    ___ ___ 
 Dryness    ___ ___   Heart Pain   ___ ___ 
 Mucous Discharge  ___ ___   High Blood Pressure  ___ ___ 
 Redness    ___ ___   Vascular Disease   ___ ___ 
 Glaucoma   ___ ___  GASTROINTESTINAL 
 Lazy eye   ___ ___   Diarrhea    ___ ___ 
 Burning/Itching   ___ ___   Constipation   ___ ___ 
 Foreign Body Sensation  ___ ___  GENITOURINARY 
 Excess Tearing/Watering  ___ ___   Genitals/Kidney/Bladder  ___ ___ 
 Glare/Light Sensitivity  ___ ___  BONES/JOINTS/MUSCELS 
 Eye Pain or Soreness  ___ ___   Rheumatoid Arthritis  ___ ___ 

Chronic Infection of Eye or Lid ___ ___   Muscle Pain   ___ ___ 
Flashes/Floaters in Vision  ___ ___  LYMPHATIC/HEMATOLOGIC 
Tired Eyes   ___ ___   Anemia    ___ ___ 

ENDOCRINE        Bleeding Problems  ___ ___ 
 Thyroid/Other Glands  ___ ___  ALLERGIC/IMMUNOLOGIC  ___ ___ 
         
Family History 
Please note any family history (parents, grandparents, sibling, children, living or deceased) for the following conditions: 
 DISEASE/CONDITION  NO YES RELATIONSHIP TO YOU 
  Blindness  ___ ___ ______________________________________________________ 
  Cataract   ___ ___ ______________________________________________________ 
  Glaucoma  ___ ___ ______________________________________________________ 
  Macular Degeneration ___ ___ ______________________________________________________ 
  Retinal Detachment ___ ___ ______________________________________________________ 
  Cancer   ___ ___ ______________________________________________________ 
  Diabetes   ___ ___ ______________________________________________________ 
  High Blood Pressure ___ ___ ______________________________________________________ 
  Other   ___ ___ _____________________________________________ 
 
Doctor’s Initials_____________________ 


