GRACEEYECARE
1615 Cortelyou Rd
Brooklyn, NY 11226

Name sex (M/F) Date
Last First Initial

Mailing Address Zip Code

Home Phone Work Cellular

Date of Birth / / Occupation Sports/hobbies

Last Medical Exam Last Eye Exam Age of Present Glasses

Reason for Visit

STOP - DO NOTFILLBELOW THIS LINE - DOCTOR'’S USE ONLY

Eye Health - check all that apply:

—Blurred vision —_Eye tear, burn, itch —__Headaches ___Squinting —Double Vision
—EyeFatigue ___Bothered by lights ___Floaters ___Pastinjurytoeye = __Computeruse
___Glaucoma ___Detached Retina ___Cataracts —_Novisionineye —Eye Surgery

General Health - check all that apply:
___Diabetes ___Highblood pressure __Thyroid ___Heart Problems —Sinuses
—Allergies ___Medication (specify) ___Other (specify)

Chief Complaint
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Diagnosis & Recommendations
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