Peepers Optical
New Patient Questionnaire

Date
Last Name First Name MI
Address
City State Zip
DOB SSN - - Email
Home phone Cell phone Work phone
Employer Occupation

How did you hear about our office?

Vision/Eye Insurance Information
(circle one)

VSP  Eyemed/ BlueView Vision Superior Spectera Other

Medical Insurance Information
(circle one)

United Health Care Cigna Aetna  Rocky Mountain Health ~ BC/BS Anthem PacifiCare

Other
What is the reason for your visit today?

Are you experiencing any of the following symptoms? (circle all that apply)

Blurred vision at distance or near (circle which) Dry eyes Eye pain  Light sensitivity Headaches

Eye strain (when?) Red eyes Eyes hurtortired Frequent styes Watery eyes
Y Y ry

Burning eyes  Holding reading close ~ Flashes Floaters Crossed or wandering eye Itchy eyes
Double Vision Poor night vision Sandy/gritty eyes
If you wear glasses or contacts, are you experiencing any of the symptoms with your prescription on? Yes No

Visual History:
Approximate date/year of last vision exam:
Do you wear glasses? Yes No If yes, full time? Yes No Near Only Distance Only
Do you wear contacts? Yes No If yes, are you happy with your vision? Yes No Comfort? Yes No
How often do you change each pair? Do you sleep in your contacts? Yes  No

If yes, how often?

Brand currently wearing
Type of contact lenses: (circle one) Rigid Gas Perm Multifocal Toric Soft — extended wear or daily?

Have you ever had any of the following (please detail):
Eye diseases Eye injuries
Eye surgery Other
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