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-PATIENT INFORMATION- 

Date

Last Name _________________________________ First Name_________________________________ Middle Initial____ 

Address  ______________________________________ Phone #1______________________   Phone # 2 __________________ 

City _____________________________________________________________ State _____________ ZIP _________________ 

Email Address_________________________________________________________________ Opt-in Patient Portal        □Y   □N 

Date of Birth _____________________________________________Age ___________  Mr.____ Mrs. ____ Miss ____ Ms. ___ 

Patient's Social Security # (Not Medicare Number) ____________________________Spouse's Name ______________________ 

Patient, Single __________ Married __________ 

Patient's Employer _______________________________________ Employer Address __________________________________ 

Family Physician ________________________________________________________________________________ 

Nearest Relative or Friend _____________________________/ Relationship _____________________ Ph. # ________ 

Referred by Whom ________________________________________________________________________________________ 

Parent or Guardian _____________________________________Parent's Social Security Number _________________________ 
(if 18 or under) 

Parent Employer ____________________________________________________ Ph. # _________________________________ 
(if 18 or under) 

—INSURANCE INFORMATION— 
Medicare Number __________________________________________Supplemental Insurance ___________________________ 

Insurance Company Name ______________________________________________________________________________________ 
Subscriber # _______________________________________________Group # ____________________________________________ 
Name of Subscriber (if different from patient): _______________________________ Subscriber’s Employer _______________ 
Date of Birth: ___________ Social Security #___________________ Relationship to patient ____________________ 

ON THE JOB INJURY 

Date of Injury_____________________________ Employer______________________________ Ph. # ________________

I understand that charges for services must be paid upon receipt of medical services, I also understand that I am responsible for all my 
financial obligations as a result of the medical services received. 

I hereby authorize ICON Eyecare (practice) to provide information to insurance companies concerning the medical services received. 
Additionally, I hereby assign all insurance payments related to the claims made by this office, in my benefit and for the benefit of my 
dependents, to ICON Eyecare. I understand that I am responsible for any adjustment or balance not paid to the practice by the 
insurance company. 

Signature ________________________________________________ Date ______________________________ 









OCULAR SURFACE EVALUATION QUESTIONNAIRE

NAME: 

WHAT HAVE 
YOU TRIED? 
(circle all that apply)

OTC artificial tears Hot compress Restasis / Xiidra

Steroid DropsPunctal Plugs Other

OTHER SYMPTOMS 
(circle all that apply)

Itchy eyes Congestion or 
other sinus issues 

Runny nose or 
sneezing

Dark circle under 
your eyes

DATE: 

EYE SURGERIES 
(circle all that apply)

LASIK    

Eyelid bump removal       lid lift       skin biopsy near eyes

Retinal surgeries OtherPRK

Tear duct surgery

RK

HOW BOTHERSOME IS IT ON A SCALE OF 1 - 10?

1 5 10

Very Mild Debilitating

HOW OFTEN? Occasionally     Most Days     Constant 

Has it worsened recently?    YES     NO 

WHEN DID IT START?

WHAT IS YOUR MOST 
BOTHERSOME SYMPTOM? 

OTHER SYMPTOMS: 

HOW BOTHERSOME IS IT ON A SCALE OF 1 - 10?

1 5 10

Very Mild Debilitating

HOW OFTEN? Occasionally     Most Days     Constant 

Has it worsened recently?    YES     NO 

WHEN DID IT START?

WHAT IS YOUR SECOND MOST 
BOTHERSOME SYMPTOM? 

Flaky or itchy 
skin

Swollen, puffy 
lids 

Dry mouth SnoringTouching/
rubbing eyes



OCULAR SURFACE EVALUATION QUESTIONNAIRE (CONT.)

COSMETIC/
MAKEUP USE

How do you clean your makeup 
off at night? 

Wash face

Use makeup removing wipes

Other

Most days Infrequently Never

OTHER 
MEDICATIONS
(circle all that apply)

Have you ever used Accutane?     Yes       No 

Hormone Replacement Therapy

Nasal Spray Antidepressants

Blood pressure medications

Allergy pills (Zyrtec, Claritin, etc.)

OTHER SOCIAL 
HISTORY Work  /  Hobbies

QUESTIONS YOU 
WOULD LIKE 
THE DOCTOR TO 
ANSWER: 

OTHER TREATMENT 
PREFERENCES TO 
DISCUSS: 

OTHER MEDICAL 
HISTORY
(circle all that apply)

Eczema Uticaria (hives) Diabetes MigraineAsthma

Other autoimmune disease:

Rheumatoid Arthritis Fibromyalgia Thyroid dysfunction Lupus

ChemotherapyRadiation

Bone marrow transplant

Allergies: Pollen     Pets     Indoor     Food

Seasonal  /  Year round

Other
(circle)

Do you wear contact lenses?     Yes       No 



VISUAL FUNCTIONING 
Do you have difficulty, even with glasses, with the following activities? 

 YES     NO 
1) Reading small print, such as labels on medicine bottles, telephone books

or food labels?

2) Reading a newspaper or book?  

3) Reading a large-print book or large-print newspaper?  

4) Recognizing people when they are close to you?  

5) Seeing steps, stairs or curbs?

6) Reading traffic signs, street signs or store signs?

7) Doing fine handwork like sewing, knitting, crocheting or carpentry?

8) Writing checks or filling out forms?

9) Playing games such as bingo, dominoes or card games?

10) Taking part in sports like bowling, handball, tennis or golf?

11) Cooking?

12) Watching television?

SYMPTOMS 
Have you been bothered by the following? 

  YES    NO 
1) Poor night vision?

2) Seeing rings or halos around light?

3) Glare caused by headlights or bright sunlight?

Pre Surgical Patient Name: 
Cataract Date: 
Patient Chart Number: 
Questionnaire Eye Being Evaluated:   □Right Eye   □Left Eye 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 

□ □ 



Eye Being Evaluated: 
Patient Name: ___________________________________ □ Right Eye       □Left Eye

SYMPTOMS 
Have you been bothered by the following 

 YES    NO 
4) Hazy and/or blurry vision?

5) Seeing well in poor or dim light?

6) Poor color vision?

7) Double vision from one eye?

DRIVING 

1) Have you ever driven a car?  □ YES (Continue to Question 2) □ No (Stop Here)

2) Do you currently drive a car? □ YES (Continue to Question 2) □ No (Stop Here)

3) How much difficulty do you have driving during the day because of your vision?

□ No difficulty □ Moderate amount of difficulty
□ Little Difficulty □ Great deal of difficulty

4) How much difficulty do you have driving during at night because of your vision?
□ No difficulty □ Moderate amount of difficulty
□ Little Difficulty □ Great deal of difficulty

5) When did you stop driving?
□ Less than 6 months ago □ 6-12 months ago  □ More than 1 year ago

Cataract surgery can almost always be safely postponed until you feel you need better 
vision. If stronger glasses won't improve your vision anymore and of the only way to help 
you see better is cataract surgery, do you feel your vision problem is bad enough to 
consider cataract surgery now? 

□ YES □ NO

Patient Signature: ________________________________  Date: __________________ 
Print Name: _____________________________________ 

□ □ 

□ □ 

□ □ 

□ □ 
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