
Solace Optometry

Patient Health History Date:____________ 

Name:
Address:
DOB & Age: Email:
Phone: Cell:  Home:  How did you hear about us?
Occupation: Hobbies:

Vision Insurance Medical Insurance
Plan Name: Plan Name:
Member ID: Member ID:
Primary Person Insured: Primary Person Insured:
Relationship to Insured: Relationship to Insured:
Self: Spouse: Dependent: Self: Spouse: Dependent:

Ocular History
Do You Wear Glasses? No   Yes   If yes, how old is your current pair of lenses? ________
Do You Wear Contact Lenses? No  Yes   
If yes, what type: Rigid   Soft   Toric   Multifocal   Monovision 
Have you had refractive surgery? No  Yes If yes, Surgical Date: ________ Type, if known: ________
What other services would you like to be evaluated for?  Refractive Surgery   Contact Lenses 
Computer Glasses  Reading Glasses   Sunglasses   Driving Glasses 
Are you having any visual difficulties? _____  If yes, please explain:____________________________
___________________________________________________________________________________
Are you currently experiencing any of the following problems with your eyes? Check the box if  “Yes”
Blurred Vision Flashes/Floaters in Vision Redness
Loss of Vision Halos / Glare / Light Sensitivity Excess Tearing / Watering
Loss of Side Vision Dryness Eye Pain or Soreness
Distorted Vision Sandy or Gritty Feeling Mucous Discharge
Double Vision Burning Eyelid Redness / Discomfort
Tired Eyes Itching Styes or Chalazion

Have you been diagnosed with any of the following ocular problems? Check the box if “Yes”
Cataracts Glaucoma Retinal Detachment / Disease
Crossed Eyes Lazy Eye / Amblyopia Dry Eye
Eye Injury Macular Degeneration Other:

Medical History
List  any  medications  your  are  currently  taking  (include  oral  contraceptives,  aspirin,  and  over  the  counter
medications):________________________________________________________________________
___________________________________________________________________________________
Are you allergic to any medications? No   Yes  If yes, which medications:____________________
___________________________________________________________________________________ 

Do you use tobacco products? No   Yes Do you use marijuana products? No   Yes 

Are you pregnant or nursing? No   Yes N/A 



Review of Systems
Constitution
Cancer
Developmental 
Disabilities

Ears/Nose/Throat
Sinusitis
Dry Mouth

Neurological
Multiple Sclerosis
Tumor
Stroke / CVA
Migraine

Psychiatric
Depression
Anxiety

Cardiovascular
Hypertension
Heart Disease

Respiratory
Asthma
Sleep Apnea
Emphysema

Other conditions not listed:

All Normal

All Normal

All Normal

All Normal

All Normal

All Normal

Gastrointestinal
Crohn’s/Colitis/IBS
Ulcer
Acid Reflux

Genitourinary
Kidney Disease
Prostate Cancer
Ovarian Cancer

Musculoskeletal
Arthritis
Ankylosing Spondylitis
Gout

Integumentary (Skin)
Rosacea
Cancer

Endocrine
Type 2 Diabetes
Type 1 Diabetes
Thyroid Dysfunction

Hematologic/Lymphatic
Anemia
High Cholesterol

Allergy/Immunologic
Rheumatoid
Lupus
Sjogren’s Syndrome

All Normal

All Normal

All Normal

All Normal

All Normal

All Normal

All Normal

Family History
Please note any family history (parents, grandparents, siblings, or children) for the following conditions:

Relation to you Relation to you
Glaucoma Diabetes
Macular Degeneration Cancer
Retinal Detachment Heart Disease
Blindness Hypertension
Crossed Eyes Lupus / Arthritis

Signature:______________________________ Date:___________
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