LUM OPTOMETRY

Randall T. Lum, O.D.

WELCOME TO OUR OFFICE
Name ______________________________________   Mr.      Mrs.     Ms.    Dr.    Middle Initial _____Sex:   M   /   F

Address ________________________________________ City _____________________________ Zip ____________

Phone (Home) __________________________ (Work) ______________________  (Cell)________________________

Insured SS# _____________________ D.O.B. ____________ Age _____ E-Mail ______________________________

Occupation _____________________________ Employer __________________________ If student: Grade ______

Last Eye Exam ____________ Current glasses/contacts (yrs) ____________ Last Eye Doctor’s Name ____________
Date of Last Physical  ___________ Physician’s Name __________________  Location  Kaiser / Seton ___________
Do you or any family members have any of the following?

Diabetes

Y / N  who_______________

High Blood Pressure
Y / N  who_______________

Thyroid


Y / N  who_______________

Heart Problems

Y / N  who_______________

Asthma


Y / N  who_______________

Dry / Watery Eyes
Y / N  who_______________

Glaucoma

Y / N  who_______________

Retinal Detachment
Y / N  who_______________

Macular Degeneration
Y / N  who_______________

Blindness

Y / N  who_______________

Eye turn / Lazy

Y / N  who_______________

Cataracts

Y / N  who_______________

Medical Insurance Name:  Kaiser / Blue Cross / PPO / Blue Shield / Aetna
Other: _________________________
Are you taking any medications? If so, for what problems?
 Y /  N     HTN / Chol  / Diab / Thy / Allergies
List Medications (List on back if needed): __________________________ Other health problems?  ____________________
Do you have any allergies to food, medication or metals?

    Y /  N
List _____________________
Have you ever had any infection/ disease/ injury/ surgery of the eye? 
    Y /  N
List _____________________
Do you ever notice floaters, flashes of light or any double vision?
    Y /  N
When?___________________
Do you get headaches?
 How frequent? Last headache date?

    Y /  N
When?___________________
Do you get motion sickness or fall asleep when reading?

    Y /  N
When?___________________
Are you or have you ever been a cigarette/ alcohol/ substance abuser?   Y /  N
Which?___________________
Have you or any immediate family members had cancer?

    Y /  N    Type: Breast/Lung/Skin/Other: _____
Do you experience eye strain or fatigue on a computer?

    Y /  N    Do you have Computer glasses?  Y / N
What sports/hobbies do you enjoy? Run / Bike / Swim / Golf / Reading / Computer Games / Travel/ Other:_____________
Do you currently wear contact lenses?

Y  /  N


Are you interested in contacts lenses?    Y  /  N
Do any immediate family members wear glasses or contacts?

Y  /  N    Mom / Dad / Son / Daughter / Spouse
How did you hear about our office? VSP list / Internet / Walk-In / Yelp     Referred By: _________________________
Reason for Eye Exam? Blurred @ Near / Distance/ Lost / Broken / Scratched Glasses; Routine Exam; Other __________

Does your company offer a Flexible Spending Plan (FSA)?   Y  /  N
   Do you participate in the FSA program?  Y / N
Payment is due at the time of exam / service. We accept the following forms of payment:  Cash Visa / MasterCard
