OPHTHALMOLOGY NEW CLIENT FORM

Mr.    Mrs.

Ms.    Dr.      Responsible Party: 1_____________________ 2______________________

Address____________________City__________________State_____Zip____________

Home Phone (     )_______________________Alternate   (    )______________________

Email Address__________________________Referring veterinarian________________

Regular Animal Hospital:___________________________________________________

Please complete the following for the pet we are examining today:

Pet’s Name____________________Dog/Cat/Other_______________Breed_______________

Age or Date of Birth___________Sex________(Spayed/Neutered) Color_____________
Please list any allergies your pet has: _________________________________________

Please list medications your pet is taking: ______________________________________

________________________________________________________________________

________________________________________________________________________

Initial Eye Exam History

1.  Which eye is currently having a problem?  Right_______ Left________Both_______

2.  Please describe the nature and duration of the current eye condition: 

      _____________________________________________________________________

     _____________________________________________________________________

    ______________________________________________________________________

    ______________________________________________________________________

3.  Please describe any eye problems your pet has had in the past? Indicate which eye and  

     the duration of the problem. ______________________________________________

     _____________________________________________________________________

    ______________________________________________________________________

    ______________________________________________________________________

4.  Does your pet sleep with his eyes: ___open ____partially open____closed ____unsure

5.  Please check all that apply:

___a.  My pet runs into objects in unfamiliar areas.

___b.  My pet refuses to move around or is sleeping more than usual.

___c.  My pet is unwilling to jump or climb.

___d.  My pet is not playing with his toys.

___e.  My pet does not move around and/or has trouble seeing in the dark.

___f.  My pet’s personality has changed.

___g.  My pet is walking differently.

___h.  My pet has trouble seeing in bright light.

___i.  Other, please describe: ________________________________________________

________________________________________________________________________

6.  Please let us know where your pet has traveled: _______________________________

     _____________________________________________________________________

     _____________________________________________________________________

7.  Have you ever found a tick on you pet? _____________________________________

8.  Please describe any other symptoms your pet is exhibiting: _____________________

    ______________________________________________________________________

    ______________________________________________________________________

    ______________________________________________________________________

9.  Is your pet current on his vaccines? _____yes ______no______due _______unsure

10.  Please describe any recent lab work or dental procedures recently performed on your

        pet: ________________________________________________________________

      _____________________________________________________________________

