
WELCOME TO BLOOM OPTICAL

Full Name                                                                 Middle Initial                             Date of Birth                                Age                     

Preferred Name                                                      Sex: M / F SS#                                                               Date                                  

Address                                                                    Phone                                              Work #                           Cell #                                

City                                                                             Employer/School                                                                  

State                                                Zip                      Spouse/Parents                                                                     

Health Insurance                        Second Insurance                       Vision Insurance        

     List any problems with your glasses or contacts?
                                                                                                       

                                                                                                       .  
                                                                                     

Would you like to decrease your dependence on glasses with contact lenses? Y / N
Refractive surgery? Y / N
Daily Disposable contacts? Y / N
With overnight contact lensesY / N

Tell me how you use your eyes (computers, what sports and or hobbies?)                                                                                         
                                                                                                                                                                                                                                
Dr. Alcorn recommends dilating your eyes.  This allows a more thorough examination inside the eyes for retinal 
detachments and other problems.  Your eyes will be sensitive to light for as long as a few hours, and your reading and 
driving vision may be affected.  We will provide special sunglasses to help with this, but you should use care with driving 
or other activities.  Is it okay to dilate your eyes today? Yes / No

EYE HISTORY

Last Eye Exam                              
Where?                                         

Do you have/have you had: 
Cataracts Y / N 
Macular DegenerationY / N 
Glaucoma Y / N 
Lazy Eye Y / N

Eye Injury
Y / N Eye 

Surgery
Y / N Other:   

                                          
                                          

FAMILY HISTORY
Does anyone in your family have: Who?
     Glaucoma      Y / N                          
     Macular DegenerationY / N                          
     Cataracts      Y / N                          
     Other                                                                   

MEDICATIONS
List all your medications, including eye drops
                                                                                                                                
                                                                                                                                
                                                                                                                                

Do you wear contact lenses? What kind                                     

Solution?                                      

How often are they replaced?                                                        

Are you completely satisfied with them? Y / N

CURRENT MEDICAL PROBLEMS
High Blood Pressure Y / N Osteoarthritis Y / N
Heart Disease Y / N Respiratory Infection Y / N
Cholesterol Y / N Sinus Problems Y / N
Thyroid Y / N Ulcer Y / N
Diabetes Y / N Colitis Y / N
Fever Y / N Allergies Y / N
Weight Loss Y / N Rheumatoid Arthritis Y / N
Asthma Y / N Other:
Emphysema Y / N Do you smoke? Y / N
Headaches Y / N Medicine Allergies Y / N
Migraines Y / N To:                                    
Stroke Y / N

Height: Weight: Last Known Blood Pressure:
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