
Welcome To Our Office Dr. Martin Doll & Associates 


Patient information • Please Print and fill out completely in ink. 

IIlSUl1UICe {visionimedical), ________ ____ sso_ _______ _ _ 


Last Name _ _____ ____ First Name __________ Ml ___ 


Birth date ___ ____ A'. _ __ lfU/lder 18, Parents Name ____________ 


Add=__________ City_____ _ Statc ___ Zip ____ 


Home Ph 11________ Other Ph 1I ________ Occupation'_______ 


Email address'_________________ _ 


Emergency Contact ___ _ ___________ Phone 1/ __________ 


Medical Histol)'· Please indicate ifyoII have had or currently have any condi tion(s) listed below: 

_ 01)' Eye _ Flashc5 of Light Glaucoma Asthma 
_ Red E)'C floatCl"S DiabelC$ _ Retinal Di5Ca5C 
_Itchy Eye HeadachC$ Hean Condition HIVfA IDS 
_ Eye Injury Lazy! Tumed Eye _ Thyroid Condition "",« 

Double Vision _ Eye Surgery Ar1hritis 

Is there a family histol)' of: _Diabetes _ High blood pressure _ Glaucoma _Retinal Disease 
Reason for today·s visit: Routine exam Contact Lenses Vision Problem Other 
Any kno"'l1 aIlergiC$ to medications: 

List ofmedications (include nnn-pre$Cription): 

Do you play sports? YIN Which o~? 
Have you ever worn contact lenses? When? Bnmd ofContacu 
Are you interested in LASIK C)·e surgery? 

Di lation (en~ment) oftbe pupils allows for a more Ihorough assessment orthe eye's internal bealth. It is regularly 
recommended as pan of II wmplete eyc cxamil\lllion_ without which. certain diseases may not be discovered. The sidc 
dfecu Itenerally last 4-6 hours. You still ha,·c the ability 10 opemc a motor ''ehiele. "'ith the use ofsunglasscs. 
Do you wish 10 have your C)"C$ dilated. today? _ Y" _No _Reschedule 

I authorize the vision care staff to po:rform the necessary health care 5en'ices [(or my child) may need. [ herby agree 
that I am solely responsible for paying for all products ordered and services rendered (initial here ). 

As required by federal law, a copy of the office's NOtice of Privacy Practices has been provided to me. i under:stand 
that it is my right to ha,'e a take-home copy upon rtql.JeSl, or for recycling purposes I tan utilize the laminated In· 
off~ eopy provided (inilial bcrc ). 

Today's Date Patient (or Guardian) Signature Print Name of Signer 
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Name: Ag" Date: 

Chi~fComphti"t ~"' 
00 ,."" 0' 

tJ .ingle _i,ion c bifocal c progre.. i"~ '"' 


CH" 00 

'" , ,~,oV< Ncr 
Color (ISH!) Vi'UII F ..ld<: Auto 0 000 Norm.] 0 ,. ,.'" '"' 0,0 Normal 0 Prinleul'"' 

R~lT.!ction: 00 '" '" 
Pupils, 

EOMS: 

D'~ 
0 Full 0 

APD: ,-, 0 ... 0­

0' '"' '"' Co=T~Ol (D;'t) 

'00 (N~or) 

/" 0) /" 0/ / 
'-- '-­" 

N_' N_'"­ "­

~~ ~ ~ a a 
a COI\iWICti_it;' a a 
a Oi.bietic R.,inopal!ty a a 
a Dry Eye a a 
a Gl"..",ma a a 
a Macul!t Deg.......,.,ion a a 
a Ocular Hypt'"en,ion a 0 
a Visual Field !)cf..t a a 
a Hyperten.i,.. ReI a a 

Refraction 

a No RxNwied 

a Rx chlnge optional 

a N<w Rx N<ct..ary 
Final P,...ript;on 

a Refrac'ion Abo_. 

a " co 
'" 

"o N.. , 
a M}'Qpi' 

a Hyp<ropi. 

a AOligmati,m 

a Presbyopia 

a AnisorTmropi. 

a ApbalJl 

a Psued<>phokia 

a Amblyopia 

o MO Refemol 

o a 
a a 
a a 
a a 
a a 
a a 
a a 
a a 
a a 

~,lids 0 0 0 0 
Di•• : T)'pCiShape__ Conj 0 0 Ir;' 0 0Di", MI' 0 0 Normal 

"'" 
,,~DiKColor 0 0 C/O nllie Come. 0 0 0 0 

MlclFO\'¢1 0 0 Cup Dep!h 0 0 Anglos 
Ves.sels 0 0 AN Ratie 

DFE: 0 Tropicamide{ IW_W.) OU OOlIte, 

0 Phenylepherin<: (2 .5%) OU @ "WM 

, a I year 0 2 yur 0 OOer Doctor 


