
 
 

The Vision Clinic Medical History and Demographic Information Worksheet 
        Please completely fill out ​ALL ​sections of this information packet.  

Today’s Date _______________         Chart # _______________ 
Name ___________________________________ Date of Birth _____________ Social Security # _________________  
Address _______________________________ City ______________________ State ______ Zip Code ____________ 
Phone 1 ________________________ Phone 2 ________________________ Phone 3 _________________________ 
Email _______________________________________________ Referred By _________________________________ 
Employer/Occupation __________________________________ Preferred Language ___________________________ 
Medical Insurance _______________________________________________ Member ID ________________________ 
Vision Insurance ________________________________________________ Member ID ________________________ 
Primary Insured  ___________________________ Date of Birth _____________ Social Security # _________________  
Current Medical Doctor ______________________________ Most Recent Medical Exam Date ____________________ 
Previous Eye Doctor ________________________________ Most Recent Eye Exam Date _______________________ 

 

 
 
 
Doctor’s Signature _______________________________________________________________________ 


