
A Routine Eye Examination (covered by Vision Insurance Plans) covers a prescription to address the following 
vision conditions: Near-Sightedness, Far-Sightedness, Astigmatism and Presbyopia. All other causes of decreased     
vision as well as other problems and complaints (such as those listed below), may be billed medically after 
discussing them with the Doctor and  result in higher fees.

Are you pregnant?
Are you nursing?

Do you over wear your contacts?   Yes or  No  
Do you sleep in your contacts?   Yes or  No
If so, How long until you take them out of your eyes?
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Are you currently experiencing any of the following:

I have reviewed my previous Medical History Questionnaire and there are no changes.
_____ _____   _____ _____   _____ _____   _____ _____   _____ _____   _____ _____
Initial  Date     Initial  Date     Initial  Date     Initial  Date     Initial  Date     Initial  Date

I have initial / dated next to any changes from my previous visit.
_____ _____   _____ _____   _____ _____   _____ _____   _____ _____   _____ _____
Initial  Date     Initial  Date     Initial  Date     Initial  Date     Initial  Date     Initial  Date



This information is kept strictly confidential. However you may discuss this portion directly with the doctor if you prefer.
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