
 Today’s Date   / /  

 

Patient Information 

First       MI   

Last           

Address       

City      State     

Zip Code        

Home Phone        

Work Phone        

Cell Phone        

How may we contact you?   

 Email       Phone (work/home)          Text 

Patient’s SSN        

Date of Birth      Age       

Email   

 

Employer (or School)       

Occupation (or Grade)      

Spouse (or Parent)       

Spouse or Parent’s Work      

Reason for today’s visit? 

 New Eyewear Contacts  Eye Health Problem  

Any problems with your current contacts or 

glasses?        

VERY IMPORTANT! NEW PATIENTS ONLY: 

Who may we thank for referring you to our office? 

        

If not referred, how did you choose our office? 

Another Doctor 

Insurance List 

Saw Sign/Building 

Olathe Magazine/Big Ear Ads (please circle) 

Yellow Pages 

Web Page   _______________ 

Other       

Please Note: If you refer a new patient 

to our office you will receive $15 

towards your next exam or purchase 

for each patient who mentions your 

name. 

 

Insurance Information 
 

Please note that most insurance plans do NOT 
cover the Contact Lens Fitting 

Vision Insurance       

Subscriber Name       

Subscriber SSN       

Subscriber Birth Date      

Medical Insurance       

Subscriber Name       

Subscriber SSN       

Subscriber Birth Date      

Do you participate in a flex spending account?  

     Yes      No       

How will you settle your account today? 

Cash  Check  Credit Card 

Insurance Disclaimer/Privacy Act 
 

Please be advised if you are using insurance coverage for today’s visit, 
this is a contract between you and your insurance company, not 
Ridgeview Eye Care. 

 

I understand that I am financially responsible for all charges whether 
or not paid by insurance. 

 

I have read and understand the Notice of Privacy Practices. 

 

 

Patient signature        

 

Lifestyle Questions 
 

 Do You Currently: (check all that apply) 

Work on computers under fluorescent lighting 

Spend time playing outdoor activities 

Enjoy boating or other water sports 

Eyes are sensitive to sunlight 

Drive to or from work directly facing the sun 

Occupation involves possibility of eye injury 

Contact lenses get dry at least once a day 

Contact lenses are not as clear as desired 

Experience glare while driving at night 

Experience eye strain while using the computer 

Read books/study for more than 2 hours a day 

Would like info on thinner/lighter lenses 

Plan on purchasing new glasses today? 

Prefer not to wear your glasses at times 

Want information on LASIK surgery? 

Have more than 1 pair of Rx eyewear? 

Have children/family in need of eye care 

  



Patient Medical History 
 

Name of Family Physician      

Date of Last Physical       

CURRENT MEDICATIONS  

(List all medications including eye drops, vitamins, 
& birth control pills) 

        

       
       
       
        

        

Are you allergic to any medication?     Yes      No 

If so, what medications?      
        

 

Do you Smoke? Yes  No   packs per day 

Alcohol use? Yes  No   drinks per week  

 

Have you ever been diagnosed or treated for 
the following health problems?       

                                                 Yes  

Allergies     

Arthritis (Osteo or rheumatoid)  

Blood/Lymph disorder    

Bronchitis     

Cancer      

Cholesterol     

Diabetes      

Digestive     

Ears/Nose/Throat     

Endocrine     

Eczema/Rashes    

Fatigue     

Fevers      

Genitourinary     

High Blood Pressure    

Integumentary (Skin)    

Kidney disorder    

Muscle/Bone     

Neurological     

Psychological     

Respiratory disorder      

Sinus        

Throat Infections      

Thyroid disorder      

Unusual weight loss/gain     



Pregnant     Months  Nursing 

 

Patient Eye History 

 

Date of Last Eye Exam      

By Whom?       

Do you currently wear contact lenses?      Yes     No   

If yes, what kind?      

Solution?       

If you wear bifocals, do the lines or head tilting 
bother you?            Yes       No 

Have you had any eye surgeries?          Yes      No 

Explain        

 

Have you experienced any of the following? 



Blurry Vision  Burning 

Corneal Abrasions Cataracts  

Crossed eye        Double Vision 

Eye Infections  Eye Injury 

    Flash of light  Floaters/spots 

Glaucoma       Grittiness 

Headaches  Iritis/Uveitis 

Occasional Dryness Lazy Eye 

Macular degeneration Itchiness  

Retinal Detachment Tearing  

Sunlight Sensitivity     Poor night vision 

Uncomfortable glasses 

Other        

        

 

Family Eye History 
 

Is there a family medical history of any of the following?  
(please check boxes) 

             Relationship  

(Mother’s or Father’s Side)    

Blindness         

Cataracts        

Corneal Problems       

Diabetes        

Glaucoma        

Heart Disease        

Lazy Eye        

Macular Degeneration     

Retinal Problems       

 

 

  

Ridgeview Eye Care 

18122 W. 119th Street, Olathe, KS 66061 

913-261-8327 


