
Patient R
ecord

111 R
etreat St., W

estm
inster, SC

  29693 • 864-647-5076 Fax 864-647-0828
1390 Tiger B

lvd., Suite 102, C
lem

son, SC
 29631 • 864-654-4141  Fax 864-654-4144 

N
am

e: __________________________________________ D
ate of B

irth: _____________________ D
ate: ____________________ 

O
ccupation: _____________________________________________________ 

Phone (H
): _______________________ Phone (W

): __________________________ SSN
: _ _ _ - _ _ - _ _ _ _  

H
ave you had an exam

 here before:  ☐
 Y

E
S ☐

 N
O

   W
hen? __________________________   

A
ddress: _________________________________________ C

ity: _______________________   State: ______Z
ip: _____________

E
m

ail: ____________________________________________________________________________________________________
V

ision Insurance: ______________________________________ M
edical Insurance: _____________________________________ 

H
ow

 do you identify your R
ace/E

thnicity? (You have the option to decline this question.)  
☐

 A
frican A

m
erican/B

lack     ☐
 C

aucasian/W
hite ☐

 H
ispanic/L

atino     ☐
 A

sian     ☐
 O

ther/M
ixed      ☐

 H
aw

aiian/Pacific Islander
☐

 A
m

erican Indian/A
laska N

ative   
 Preferred L

anguage:__________________________________
D

o you currently w
ear glasses? ☐

 Y
E

S  ☐
 N

O
        D

o you sm
oke? ☐

 Y
es ☐

 N
o  H

ow
 m

uch?_______________________________        
D

o you w
ear contact lenses? ☐

 Y
E

S  ☐
 N

O
            D

o you drink?   ☐
 Y

es ☐
 N

o H
ow

 often? ________________________________
W

hat is the m
ain reason for your visit?  Please check one:

☐
 C

heckup/E
xam

       ☐
 O

ffice V
isit    ☐

 Poor V
ision     ☐

 G
laucom

a C
heck      ☐

 C
an’t Pass D

river’s Test
☐

 O
ther: ____________________________________________________________________________________________________

L
ist any m

edications you take, and w
hat they are for:_________________________________________________________________

____________________________________________________________________________________________________________
L

ist any m
edicines / substances to w

hich you have an allergy:__________________________________________________________ 
___________________________________________________________________________________________________________ 
D

o you have a fam
ily history of?    ☐

  D
iabetes      ☐

 M
acular D

egeneration     ☐
 G

laucom
a      ☐

 R
etinal D

etachm
ent      

☐
 H

igh B
lood Pressure        ☐

 C
ataracts       ☐

  O
ther E

ye Problem
s:____________________________________________________

D
o you / H

ave you had?   ☐
 D

ry E
yes        ☐

 E
ye Surgery        ☐

 E
ye Injury         ☐

B
lurred V

ision        ☐
 G

laucom
a

☐
 M

acular D
egeneration       ☐

 O
ther E

ye Problem
s: ________________________________________________________________

Party/G
uardian: _______________________ D

ate of B
irth: __________________________ SSN

: _ _ _ - _ _ - _ _ _ _


