Name Date

Date of child's last eye axamination Has child aver had vision therapy? (3 Yes (J No
Has Child ever worn glasses?  (J Yes [J No Doss he/she wear glassesnow? (J Yes {J No
If yes: (] for distance only [Jfor nearonly  [] wears them full time

Doss child wear contactlenses? [}Yes (QNo Any problems?
e e —————— = L = e e S S e e
This Is your opportunity to tell us about all areas of concern about your c¢hild's vision.

Whatlsyour mainreasonforcoming heretoday?

Have you noticed any unusual signs or symptoms that concernyou?

Has your child's ability to do any activity been restricted because of vision?
Please explain

HEALTH HISTORY: Check any conditions that apply to your child or that run In your family.

Allergies (Q Child ] Familly Lazy eye Q Child [) Family
Respiratory Turnsdeye  [J Child {1 Family
disease 0 Child i) Family Color *blind® [ Child { Family
Cancer [ Child ] Family Light sensitive [ Child ) Family
Diabetes [ Child ) Family Eyestrain {1 Chnild {1 Family
Drug sensitive (J Child [} Family Dry eyes 3 Child 0 Family
Heart prablem { ) Child {1 Family Fioaters/spots {1 Child ] Family
High bioad Flashing fights {1 Child (] Famlly
pressura QJ chid £} Family Retinal
Thyroid J Chiid O Family detachment {J Child Q Family
Migraine or Cataracts ] Child ] Family
headaches () Child {1 Family Glaucoma {J Chiid J Family
Biindnass Q Child {Q Famlly Eye surgery
Head trauma {1 Child or injury

is your child currenily under a physician'scare? [QNo [ Yes Why?
I5 your child regularly taking pills or medications? [ No [(J Yes Specily
Date of child's last physical How is child's general heaith?

Developmental Milestones
Fult Term Pregnancy? ] Yes ] No Normatl Birth? (1 Yes 2} No

Any complications before, during or immediately following delivery? ] Yes [ No
Please describe

Did your child crawl {(stomach on floor)? [ No (] Yes atwhatage?

Did your child creep {stomach off lloor}? [J No {J Yes atwhatage?

Did your child move around on alt fours? [ No [ Yes atwhatage?

At what age did your child walk? ____ Wasyour child aclive? {{] No [] Yes

Speech: First words atage Was early speech clear to others? Tl No [JYes
fs child's speech clear now?  {J Yes [ No

== B L

Please fill in both sides of this form as completely as possible



School-Related Vislon Problems:  Questions for parents:
Have any of your children had difficulty in school? [JNo [J Yes

Please explain
How do you fesl your child is doing in school? [ Well (] Below potentlai [ Poorly

Please check the signs and symploms that best describe how your child is doing in school

{J Does your child squint when looking up from reading?

{J Hava trouble seeing the chalkbeard?

(O Frequently blink or rub eyes?

(] Have headaches after doing school work?

O Frequently awkward, bump Into things, knock things over?
{3 Hold books extremely close?

{3 Read a great deal of the time?

{1 Report that things look blurry?

(J Have trouble copying work from the chalkboard to paper?

(] Spend a long tima doing homewark that should take only a few minutes?
L] Reducad attention span, can concentrate for only a modarate time?

0 Covers ons sye by leaning on hand?

{0 Lays head an desk when doing pencil work?

QO Frequently loses place when reading?

[ Skips or re-reads words and lines?

() Reverses words or lelters (was for saw, b for d} beyond second grada?
(1 Does bettar at math than English, history or soclal studies?

J Must re-read material several times to grasp its meaning?

{ Gets tired quickly when doing reading or homework?

(1 Short attention span? Can concentrate on reading work for only a few minutes.
(] Daydreams a lot? Stares off into the distance frequently?
(] Learns best through auditory tactics (listens to learn)?
{1 Misbehavior has bacome a problem (to cover up poor school performance)?
[ Acts up when asked to do school work
(J Class clown, "goofs of .
[ Moody or depressed about school and life
Cl Aggrassive, hits or dominates other chiidren
{3 Avoids work that includes reading or near seeing?
[ Is more than 1 year behind group in reading-related skills?
(O Has poor posture? Slouches, slumps In chair?

s e el s eSS e ]

How does your child react to fatigue? (1 Sags L] Becomas irritable [} Becomes BExied
Other  Reaction

How does your child react to tension? O Thumb Sucking: ' [J] Nail Biting
Other Reaction ' i

RECREATION AND LEISURE: in what recreational activities does your child participate? {Circia)
Read, baseball, basketball, soccer, swim, build models, sew, dance, perform, play an instrument.

Other recreational or sports activities?
Does your chiid wear protective eyewsar for his/her sport? {OYes [JNo

Does your child watch much television? 0 Yes () No Number of hours dally

Does your child use a computer at home? (Q Yes (] No Number of hours dally

Doss your child use a computer at school? d Yes (O No Numbar of hours dally

Duoes child often play video games? ] Yes [] No Number of hours daily

Does he/she play hand-held video games? {1Yes (Q No Screentyps [}Bright [JDim

Please fill in both sides of this form as completely as possible
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ROBERT KAPUST O.D.

703 Pier Ave., Suite C

Hermosa Beach, CA. 90254

Office (310) 374-9899 Fax (310) 376-1195

WELCOME TO OUR OFFICE!
Date SS# DOB
Name
Last First M.L
Address
Street City Zip
Home Work Cell

E-mail address:

(Are you interested in receiving a monthly e-mail newsletter? YES___ NO

Employer Position
VISION PLAN Subscriber [.D./SS#
Subscriber's Name Subscriber’s DOB
Group/Policy# Subscriber’s Employer
Other family members still living at home:
Spouse Age
Name Age o
Name Age o
Name Age

Whom may we thank for referring you?

PLEASE CHECK THE METHOD OF PAYMENT FOR TODAY'S SERVICES:
{Includes co-payments, deductibles and other out-of-pocket expenses.)

Check/Debit Credit Card Cash Vision Plan Other

NAME AND SIGNATURE CF PARTY RESPONSIBLE FOR PAYMENT:

Print Relationship

Sign



Social History:
Do you drive? No__ Yes__ If yes, do you have visual difficulty when driving? No__ Yes__ If ycs, please

deseribe:

Do you use tobacco products? No__ Yes__ If yes, what typefamount/how long:

Do you drink alcohol? No__ Yes__ If yes, type/amounthow long:
Do you use iliegal drugs? No__ Yes__ If yes, type/amounthow long:
Have you cver been exposed to or infected with; _ Gonorrhea _ Syphilis __ HIV __ Hepatitis
Review of Systems:
Do you currently, or have you ever had any problems in the following arcas: {If YES, please explain and
{ist medications)
SYSTEM NO YES EXPLAINMEDICATIONS
INTEGUMENTARY {Skin)
NEUROLOGIC

Seizures
EYES

Loss of vision

Blurred vision

Distorted vision/halos

Loss of side vision

Double vision

Mucods discharge

Redness

Sandy or gritty fecling

frching

Burning

Foreign body sansation

Excess tearing/watering

Eye pain sorensss

Chronic infection of eye or lid

Sties or chalazion

Tired eyes
LCARS, NOSE, MOUTH, THROAT

Hay fever

Sinus congestion

Runny nose

Post-nasal drip

Chronic cough

Dry throat/mouth
RESPIRATORY

Asthina

Chronic bronchitis

Emphysenta
VASCULAR

Heart pain

Vascular disease
GASTROINTESTINAL

Diarrhea

Constipition
GENITOURINARY (genitalsfkidney/bladder)

l
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BONES/JOINTS/MUSCLES

Rhcumartoid Artheizig
Muscle pain

cogo

Joinl pain
LYMPHATICAIEMATOLOGIC

Anemia

Bleading problems
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PSYCHIATRIC

Dector’s Signature Review Date



Patient History Name Date
The information in this parsonal history form is edtical lo the avaluation of your vision

Date of your last eye examination Have you ever had vision therapy (eye exercises)? OYes ONo

Have you ever worn glasses? (Yes ONo Do you wear glasses now? OYes QONo
ifyes: Ofordistanceonly  Qfornearonly  Owear them full ime {includes reading and close work)

Do you wear contact lenses at this time? UNo  JYes What type of lenses do you wear? (Brand name, BC and
prascription, if available)
Have you had problems wearing contacts? UiNo OYes Describe

For New Contact Lens Patients: Have you ever been lold you cannot wear contact lenses? QYes [No
Are you interested in trying contact lenses now? OYas ONo

B e e e e e —

This is your opportunity to tell us about ail areas in which your vision is not serving you well,
What is your main reason for coming hare today?

Ars there times when your vision {or present lens) isn’t quite right?

Are there any activities you would enjoy doing, but must restrict because of your vision?

e e e ——

HEALTH HISTORY: Please check the conditions that apply to you or that run in your family.

Allergies QSelf O Family Lazy eye 3 Self O Family
Respiratory disease QSell Q Family Turned eye Q Self T Family
Cancer CiSeif O Family Coler "blind" O Seif O Family
Diabetes OSelt Q Family Light sensitive Q Self O Family
Drug sensitive QdSelf QO Family Eyestrain O self O Family
Eievated cholesterol QSelf O Family Dry eyes Q Self 0 Family
Heart problem (ASelf O Family Floaters/spots 0 Seif O Family
High blood pressure QSelf G Family Flashing lights Q3 Self [ Family
Thyroid OSeif O Family Retinal detachment 0O Self [ Family
Migraine/headaches QSelf O Family Blindness 0 Self O Family
Head trauma Q3elf Cataracts w3 Seif O Family

Glaucoma 3 Seif O Family

Eye surgery or injury

Are you currently under a physician’s care? ONo QOYes Why?

Are you regulardy taking pills or medications? (JNo OYes Pleass List ALL:

Date of Iast physical How is your general health?

PLEASE FILL IN BOTH SIDES OF THIS FORM AS COMPLETELY AS POSSIBLE



OCCUPATION: What kind of work do you do?
What activities do you do at work (Clrcia all that apply}): Typing, computers, inspecting, data
entry, accounting, wriling/editing, driving, loading, deliveries, sales, monitor instruments.

Other activities:
e e s M e e e Ry
Do you use a computar on your job? O Yes OO No # of hours daily
What lenses do you wear? 0 Glasses U Bif/iProgressive O Contacts
When computing, do your eyes get O red O dry Q ache
Do you feel pain or discomfortinyour (O neck O shouider I back
Do letters ever seem o "swim"? C Yes 8 No
Does office lighting bother you? O Yes O No
Do reflections and glare bother you? Q Yes QO No
Is it hard to proofread, or find errors? a Yes T No
Do you use a computer at home? O Yes O No # of hours daily

Do you experience any of the following discomforts at work or at home?
O Headaches? L1 Letters blur as you read? & Occasionally see double?
O Eyestrain? (I Eyes red or watery? 0 Pulling sensation near eyes?
O Get sleepy? U Lose your place often? Q Do you avoid certain tasks?
O Does it take more and more effort to see clearly as the day wears on?
O Do you avoid reading after work, but read on weekends? How long can you read?
0 Do you "hunch” closer to your work as the day wears on?
Q Do street signs ever seem blurred as you drive home from work?
O Is it ever difficult to bring print or objects to clear focus? When

s e —— s sy
RECREATION AND LEISURE:
In what recreational activities do you participate? (Circle all that apply) Read. racquetball,
tennis, golf, baseball, basketball. swim, camp, sew, play cards, fiying, video games, musical
instruments.
Other recreationa! activities
Do you wear any special or protective eyewear for your sport? OYes ONo
Does your vision, or do your lenses, interfere with any activity? QUYes UTNo

What are you doing to protact your eyes from ultraviolet exposure?

Do you currently wear glasses that have an anti-reflective coating? O Yes [0 No
Television: is viewing ever uncomfortable? Please describe your discomfort:

Do you recline while viewing? QYes ONo Do your lenses work for TV? QYes (ONo
Do you often play video games? (Yes UNo # of hours daily
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