NEW PATIENT =
&
MEDICAL HISTORY FORM S ROG

ROCHESTER OPHTHALMOLOGICAL GROUP, PC

DEMOGRAPHICS

FIRST NAME Ml LAST NAME PREFERRED FIRST NAME

BIRTH DATE SEX EMAIL

ADDRESS CITYy STATE ZIP CODE

PRIMARY PHONE SECONDARY PHONE

OH OM OW OH OM OW

IF UNDER 21: NAME OF PARENT/GUARDIAN/BILLING GUARANTOR GUARANTOR PHONE
PRIMARY CARE PHYSICIAN PRIMARY PHARMACY

SECONDARY PHARMACY O N/A MAIL ORDER PHARMACY O N/A
PRIMARY LANGUAGE RACE ETHNICITY

O HISPANIC CONON-HISPANIC

PRIMARY INSURANCE COMPANY SUBSCRIBER ID

SUBSCRIBER NAME SUBSCRIBER DOB SUBSCRIBER RELATIONSHIP

IS THIS PLAN ADMINISTERED THROUGH AN EMPLOYER GROUP? IF SO, WHO IS THE EMPLOYER?

SECONDARY INSURANCE COMPANY SUBSCRIBER ID

SUBSCRIBER NAME SUBSCRIBER DOB SUBSCRIBER RELATIONSHIP

IS THIS PLAN ADMINISTERED THROUGH AN EMPLOYER GROUP? IF SO, WHO IS THE EMPLOYER?

TERTIARY INSURANCE COMPANY OR VISION VENDOR SUBSCRIBER ID

SUBSCRIBER NAME SUBSCRIBER DOB SUBSCRIBER RELATIONSHIP

IS THIS PLAN ADMINISTERED THROUGH AN EMPLOYER GROUP? IF SO, WHO IS THE EMPLOYER?

EMERGENCY CONTACTS

NAME PHONE NUMBER RELATIONSHIP




SOCIAL HISTORY
OCCUPATION: O FULLTIME OPART TIME

O RETIRED

MARITAL STATUS:

OSINGLE OMARRIED OWIDOWED ODIVORCED OSEPARATED OOTHER
LIVES WITH:

OALONE [OSPOUSE/PARTNER OCHILDREN OMOTHER OFATHER OOTHER

TOBACCO USE: ONEVER OCIGARETTES OCIGAR OPIPE OSNUFF OVAPE

OCURRENT HOW MANY PER DAY?

OFORMER HOW MANY YEARS AGO?
ALCOHOL USE: ONONE OBEER OWINE OLIQUOR

# DRINKS PER WEEK
DRUG USE: ONEVER OFORMER OCURRENT

CURRENT DRUGS USED FORMER DRUGS USED
T oculmMsRY
Do you wear glasses? OYES OONO If yes, how old are they?

Do you wear contact lenses? OYES ONO If yes, what brand?

How often do you replace?

Have you had eye surgery? OYES OONO
Please list/describe eye surgeries:

PERSONAL & FAMILY MEDICAL HISTORY

. f Personal | Family Description or diagnosis.
Review of Systems History History If family, specify relationship
Diabetes
Glaucoma

Macular Degeneration
Auto-Immune Disorders
General/Constitutional
Ears, Nose, Mouth, Throat
Cardiovascular
Respiratory
Gastrointestinal
Genital, Kidney, Bladder
Muscular, Bones, Joints
Skin

Neurological

Psychiatric

Endocrine

Hematologic

Other




VITALS
HEIGHT WEIGHT LAST PNEUMONIA VACCINE

ALLERGIES
PLEASE LIST ALLERGIES BELOW: O NO KNOWN DRUG ALLERGIES

MEDICATIONS

MEDICATION NAME DOSAGE TIMES PER DAY

SIGNATURE

Completed By: Date:

Patient Signature:

Kindly return to office before initial appointment.

email: staff@rogeyecare.com

fax: 585-244-0236

in person OR USPS: EMR Updated
2100 S. Clinton Avenue Rochester NY 14618 NW MC PF MD NM
2300 W. Ridge Road Rochester NY 14626 DATE:
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