       NOVA EYE CARE             PATIENT   PROFILE
      DATE:
	NAME
	CELLULAR   PHONE


	WORK PHONE

	ADDRESS 
________________________________________

	BIRTHDATE
	HOME  PHONE


	
	GENDER


	OCCUPATION

	DATE OF LAST EXAM


	LOCATION OF LAST EXAM


	FAMILY  DOCTOR’S  NAME


	NAME OF EMPLOYER


	WHAT TYPE OF VISUALLY DEMANDING WORK YOU DO?


	WHAT TYPE OF EXAM ARE YOU HERE FOR?

   routine / eyeglasses       contact lens         other

	REASON FOR TODAY’S EXAM?

	      MEDICAL   HISTORY                                            YES       NO                           DESCRIBE

Do you have diabetes?
If yes, How long?
Do you have hypertension?
If yes, How long?
Do you have any other medical condition?
Do you take any medications?
Do you have any eye diseases?

Do you take any eye medications including
over the counter eye drop?

Do you have any allergies?
Have you ever had eye injury or surgery?
If yes, when

      FAMILY HISTORY                                                YES       NO                                WHO 
Does your family member have glaucoma?

Macular degeneration?
Any other eye diseases?
      SOCIAL HISTORY                                                 YES      NO                             DESCRIBE
Do you smoke?
How many hours are you using a computer? 

                      hours a day
Do you drive?




