










Primary Insurance __________________________________

Secondary Insurance ________________________________

Tertiary Insurance __________________________________

Is your visit related to a work injury?     Yes____    No_____   Date of Injury: ____________

Is your visit related to an auto accident?      Yes____  No_____  Date of Accident: _________

Name _________________________________ Preferred (Nickname) _______________ 

Social Security # __________________   How did you hear about us?  __________________

Birth Date  _____________  Gender  _____________    Marital Status  ________________

Address  ______________________________________________________________ 

Mailing Address  _________________________________________________________ 

Home Phone  (        )                                     Cell Phone  (        ) 

Appointment Reminder (Please circle)  Phone Call  /  Text Message

Occupation / Employer                                              Business Phone  (        )                                __

Ophthalmologist (Eye MD) ___________________  Optometrist (OD) _________________

Primary Care Physician ___________________________ Phone  (        )                             __ 

Address _____________________________________     

Other Physicians _________________________________________________________

Registration Information:  Please Fill Out

Welcome to our office. We are committed to providing you with the finest, most comprehensive 
care possible.  All information is confidential and is only released with your written consent.

Today’s Date _________________

Street City State Zip Code

City State 

Street / PO Box City State Zip Code

Are you currently residing in a Skilled Nursing Facility ?    Yes____  No_____

Retina Vitreous
Macular Research Institute        

 

Preferred Language  (Please circle one)   English   Spanish   French   German   Italian   Mandarin

Vietnamese   Other ______________

Race (Please circle one)    Caucasian     Hispanic/Latino     Asian      Native American or Alaskan Native

African American    Japanese    Native Hawaiian or Other Pacific Islander   Undetermined   Other ________

Ethnicity (Please circle one)     Hispanic or Latino         Non Hispanic or Latino



Patient Medication List:  Please Fill Out

Ocular and Prescription
Medications

Strength 
(mg, mcg, ml, 

etc.)

Dosage Frequency
 (# of  times 

daily)

How Taken 
(oral, injection, 

etc.)

Patient Name: ______________________   DOB: _________   Today’s Date: _________

Please list Medication Allergies and Reactions:
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________
_______________________________________________________________________

Retina Vitreous
Macular Research Institute        

PLEASE CONTINUE FILLING OUT ON REVERSE+

Ocular and Prescription Medications:



Patient Medication List (Continued):  Please Fill Out

Retina Vitreous
Macular Research Institute        

Over the Counter Medications:

Over the Counter Medication
(Vitamins & Herbal Supplements)

Strength 
(mg, iu, ml, etc.)

Dosage Frequency
 (# of  times 

daily)

How Taken 
(oral, injection, 

etc.)

Patient Name: ______________________   DOB: _________   Today’s Date: _________



Medical History Questionnaire:  Please Fill Out

Retina Vitreous
Macular Research Institute        

Which of  the following conditions are you currently being treated for or have been
treated for in the past (please check): 

Do you have or have you ever had:
HIV / Aids? □ Yes    □  No     Other Active Infectious Diseases:  ___________________________________
Hepatitis  A,  B, or  C?    □ Yes    □  No      ______________________________________________________________
MRSA? □ Yes    □  No      ______________________________________________________________
Ocular Herpes? □ Yes    □  No

Please list your past ocular surgeries:  (Procedure, Date, Eye(s))

Please list your past ocular treatments:   (Procedure, Date, Eye(s))

□ Diabetes
□ Heart disease
□ Heart Murmur
□ Angina
□ High cholesterol
□ High blood pressure
□ Low blood pressure
□ Heartburn (reflux)
□ Anemia
□ Blood disorder

□ Shortness of  breath
□ Asthma
□ Lung problems
□ Cough
□ Sinus problems
□ Seasonal allergies
□ Tonsillitis
□ Ear problems
□ Hearing Aids
□ Psychiatric care

□ Eye disorder
□ Glaucoma
□ Seizures
□ Stroke
□ Headaches
□ Migraines
□ Neurological problems
□ Depression
□ Anxiety
□ Swollen ankles

□ Kidney
□ Urinary problems
□ Liver problems
□ Arthritis
□ Cancer
□ Ulcers
□ Colitis
□ Crohn’s
□ Thyroid disorder

□ Other:  _______________________________________________________________________________________

Patient Name: ______________________   DOB: _________   Today’s Date: _________

□ Cataract Extraction   Date? Which Eye(s)?_______________________________________________________________
□ Laser   Date? Which Eye(s)?__________________________________________________________________________
□ Injections   Date? Which Eye(s)?_______________________________________________________________________
□ Glaucoma Stent   Date? Which Eye(s)?__________________________________________________________________
□ Lasik/Vision Correction Surgery  Date? Which Eye(s)?_____________________________________________________
□ Other  Date? Which Eye(s)?__________________________________________________________________________

□ Retinal Detachment  Date? Which Eye(s)?_______________________________________________________________
□ Macular Hole   Date? Which Eye(s)?_______________________________________________________________
□ Epiretinal Membrane   Date? Which Eye(s)?
□ Other  Date? Which Eye(s)?__________________________________________________________________________

Please list your other surgeries:  (Procedure, Date)
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 

Social and Preventive History:
Have you had a pneumonia vaccine?     □ Yes    □  No   If  yes, when? _______________ 

Marital Status    □ Married    □ Single    □ Divorced    □ Widowed    □ Domestic Partner 
Do you currently smoke or chew tobacco?   □ Yes    □  No 
If  yes, how often?  _____________________  If  no, have you in the past?   □  Yes    □  No             
Do you drink alcohol, beer, or wine?      □ Yes    □  No 
If  yes, how often?  □  Daily   □  Weekly  □  Occasional
Any current recreational drug use?       □ Yes    □  No     If  no, have you in the past?   □  Yes    □  No 

PLEASE CONTINUE FILLING OUT
        ON REVERSE     +



Family History: 
□ Heart disease
□ High cholesterol
□ High blood pressure
□ Blood disorders
□ Diabetes
□ Cancer
□ Thyroid disorders

Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________

□ Glaucoma
□ Macular Degeneration
□ Diabetic Retinopathy
□ Vein Occlusions
□ Retinal Detachment / Tears
□ Myopia
□ Blindness

Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________
Relation: ______________

□ Other: ________________________________________________________________________________________
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Medical History Questionnaire (Continued):  Please Fill Out




