


w,�lcome To Jones Eyecare Associates 

Date: ________ _ Gender: M / F 

Patient Name: _______________________ Phone# 

Address: _______ ___________ City: ______ Stat,:: __ Zip: ___ _ 

Age: __ DOB: _____ Please list any Vision Insurance: 

Date of Last Exam: D,> you wear glasses? _: __ Contacts: {if so, type} ____________ _ 

Do you have trouble seeing: Jp close: __ _ Distance: ___ Occupation: ____ _______ _ 

Any other problems with your eyes?-----�------------- __ _ 

Have you had any injury, illnei s, or diseases that have affected your eyes? ______ ______ _ 

General Health 

Diabetes: y_ n _ Allergies/Sinus: y_ n _ Heart Problems: y_ n _ High Blood >ressure: y_ n 

Lung Problems: y_ n _ Headaches: y_ n _ Pregnant: y_ n Other Conditior s: _______ _ 

Please list all current medicati >ns: ________________ Drug Alle1 gies: ______ _ 

Family History 

Glaucoma:_ Crossed Eyed: _ _ Diabetes: __ Blindness: _ Other : ________________ _ 

For Office Use Only 

Reason for visit GLX/CLX/Oth !r: __________________ NP/FP Doctor: _____ _ 

CL Brand: OD _____________ _ BC __ _ 20/ __ _ 

OS ________________ _ BC __ _ 20/ __ 

Habitual Rx:OD_____ _______ ____ 20/ __ _ 

OS __________________ 20/ __ _ Add _ __ _ 

Objective Rx: OD ___ ____________ _ 

OS ______________ _ 

KER OD ___ ./ ___ _ 

Unaided Acuities: OD 20/ _ _ _ 

OS20/ __ _ 

OS ____ ! ___ _ 

NCTOD ___ OS ___ _ 

Final Rx OD ______ _______ _ OS ____________ ____ ADD 
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