
TheEye Place Medical History
Questionnaire

Last Name:________________________________ First Name:_______________________ Middle______ Today’s
Date:_____/_____/_____

Guardian (if patient is a minor): Last Name__________________________ First Name________________________
Relationship_________

Address:__________________________________________________________________
Email:_____________________________________

City: _____________________________________ State:_________ Zip:_____________
Occupation:________________________________

Home Phone__________________________ Cell Phone___________________________ Work
Phone________________________________

Date of Birth:________________________ Age:___________
Hobbies:_____________________________________________________

Last Eye Exam: Approx Date__________________ Doctor______________________________
Location__________________________

Last Physical Exam: Approx Date______________ Doctor______________________________
Location__________________________

Vision Insurance___________________________ Health Insurance________________________ SSN
__________________________

Marital Status ____________________ Preferred Language _____________________ Race
__________________________

Employments Status: (Full Time) (Part Time) (Self-Employed) (Not Employed) (FT student) (PT student) (Active
Military) (Retired)

How did you hear about our
office?________________________________________________________________________________________
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