
Dr. Nevin McIvor   - - Welcome To Our Office   
Dr. / Mr. /  Mrs.












Ms. /  Miss (Circle One)________________________________________________________     Today’s  Date    ______ / ______ / ______




   First Name 
          Middle Initial  
            Last Name

           Day        Month     Year
Address______________________________________ Apt #______________   Sex:   Male  /  Female 
          Age_____________

City ___________________ Province _______ Postal Code______________  Date of Birth (DD/MM/YY) ______ /_______/_______

Home Phone (_____) ______________________________________________  Work Phone (_____) ________________________

Cell Phone    (_____) ______________________________________________   Occupation _______________________________

Email address ____________________________________________________   Family Physician ___________________________

                             Please Print 
Referred by:  Pearle Vision / Yellow Pages / Other _____________________     AHC #____________________________________
Date of last Eye examination ________________________   Date of Last Medical Examination _____________________________

[image: image1.emf]
Have you seen an Ophthalmologist (Specialist) within the last year?  Yes / No   if YES name of Doctor_________________________
Have you been a patient in this office before?   Yes / No       Do you use a computer? Yes / No        How many hours a day? ______

Do you currently wear glasses? (Yes / no) or contacts (yes / no)?
          If so, are they for:    Distance   /   Near   /   Constant

Reason for your visit today: __________________________________________________________________                                                                            
____General check up   ____Annual contact lens exam   ____ Lost/Broke glasses  _____Problem with contacts     ____ Try Contacts

List any medications you currently take (including birth control / hormones)    ________________________________ None _______ 

List any medications you are allergic to: ___________________________  None______ If female, are pregnant or nursing?  yes / no

List any EYE injury, surgery, or disease you have had: _________________________________________________ None _______

Personal Eye History



Blood Relative & Personal History (check here if none apply ____)






Circle yes or no



Circle         Whom?

Headaches



Yes
No

Amblyopia (Lazy Eye)
Self        Relative ______________

Glare / Light Sensitivity


Yes
No

Cataract


Self
Relative ______________

Burning / Dryness


Yes
No

Color Blindness

Self
Relative ______________

Eye Strain



Yes 
No

Glaucoma

Self
Relative ______________

Excess Tearing / Watering


Yes 
No
              Macular Degeneration
Self
Relative ______________

Eye Pain or Soreness


Yes
No

Retinal Problems

Self
Relative ______________

Itching




Yes 
No 

Strabismus (Eye Turn)
Self
Relative ______________

Mucous Discharge


Yes
No

Arthritis


Self
Relative ______________

Blurred Vision Distance with correction
Yes
No

Cancer


Self
Relative ______________

Blurred Vision Near with correction
Yes
No

Diabetes


Self
Relative ______________

Double Vision (not blurred)

Yes
No

Heart Disease

Self
Relative ______________

Floaters or Spots


              Yes        No
              High Blood Pressure
Self
Relative ______________

Loss of Side Vision


Yes 
No 

Kidney Disease

Self
Relative ______________









Lupus


Self
Relative ______________









Stroke


Self
Relative ______________









Thyroid


Self
Relative ______________

I authorize the treatment of the previously mentioned patient at the top of this form.   I understand that I will be responsible for any

denied / non-covered services by Alberta Health Care or any other insurance carrier.  I authorize the holder of medical / optical information to release information about me to Dr. Nevin McIvor to supplement/complete the examination.  I agree to Nevin McIvor Professional Optometry Corp.; collecting, using and disclosing personal information about me as outlined in this privacy policy. I have been assured that Nevin McIvor Professional Optometry Corp.; will keep my personal information confidential and secure and that a copy of the practice’s privacy policy is available to me upon request, as is the information recorded about me.
Signed by Patient/Guardian (under 18) __________________________________________

Date _______________________[image: image2.emf]

