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SEE THE DIFFERENCE

Today’s Date

PEDIATRIC HEALTH HISTORY

All information provided on this form is used exclusively for your medical care.
This information is needed for insurance and diagnostics and will not be shared
with any other party unless you authorize Alpine Vision Center to do so.

Last First Ml

Date of Birth / / Social Security# B B

Address City State Zip

Sex Ethnicity

OMale  OFemale  ONon-binary LNative Hawaiian or other Pacific Islander
Preferred Method of Contact OHispanic or Latino ONot Hispanic or Latino
OPhone  OText [OEmail  OPostal Preferred Language

(Email is only used for appointment reminders and to notify if glasses or contacts are here) DEninsh Dspanish OFrench

Race CJapanese  [OOther

Owhite  OAmerican Indian or Alaska Native How did you choose our office?

[OBlack or African American CAsian
[ONative Hawaiian or other Pacific Islander

OHispanic or Latino ~ OOther

OReferred by

OoOnline
Oinsurance Listing
ONewspaper/Radio/TV

[ODoctor Recommendation
ODrive By
ODirectory

PARENT/GUARDIAN INFORM AT IO N

Last First Ml
Date of Birth / / Social Security# B B

Address (areens City Zip
Phone Home Work Cell

Email

Occupation Employer

Preferred Pharmacy

1 IN'S U R /A N C | 5000000000000

OPrimary Medical Insurance

Subscriber ID

Subscriber Name

Group Name

Address (idiferent than at

OvVision Insurance

Subscriber ID

Subscriber Name

Address tiditerent than above)

Date of Birth / /
City Zip
Group Name

Date of Birth / /
City Zip
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FAMILY HISTORY

Please select any family history (parents, grandparents, siblings, children: living or deceased) for the following
conditions. (If you select any of the following please tell us whom.)

OCULAR SYSTEMIC
OBlindness OArthritis
OcCataract OcCancer
[OCrossed Eyes ODiabetes
OGlaucoma OHeart Disease
OMacular Degeneration OHigh Blood Pressure
ORetinal Detachment/Disease OKidney Disease
Oother OLupus
OThyroid Disease
Oother

R E VI EW O F S'Y S T E M S
Please select any of the following condition your child has experienced chronically:

ODry Eyes OTired Eyes OHigh Blood Pressure ODry Throat/Mouth
OLoss of Vision [ODiabetes OCardiovascular Disease OEndocrine

OBlurred Vision [OHeadaches OSinus Congestion OAnemia

ODistorted Vision/Halos OOMigraines ORunny Nose OThyroid/Other Glands
ODouble Vision OAllergies/Hay Fever ONeurological OPpsychiatric

OExcess Tearing/Watering [ISleep Apnea ORheumatoid Arthritis OFever, Weight loss/gain
OGlare/Light Sensitivity OEmphysema OArthritis Ocancer

OEye Pain or Soreness [ORespiratory OChronic Cough Type:

OChronic Infection of Eye or Lid CJAsthma OMuscle Pain Oother:

OSties or Chalazion [Heart Pain OSeizures

OFlashers/Floaters in Vision ~ Ointegumentary (Skin) Joint Pain

M E D 1 C A L H 'S T O R Y 1

Primary Care Physician Phone

Date of Last Eye Exam / / Date of Last Physical / /

Does your child have any allergies to medications? [INo  [Yes. Please explain:
List any medications your child takes (including oral contraceptives, aspirin, over the counter medications and home remedies):

List all major injuries, surgeries and/or hospitalizations your child has had:

Does your child wear glasses? [ONo  [Yes.How old is their present pair of lenses?

Does your child wear contact lenses? [INo  [lYes. Are they Satisfied with their contact lenses? CINo  [lYes

Type/Brand Days Worn per Week Hours per Day

Does your child sleep in contacts? CONo  [Yes. How often do they replace/dispose their lenses?

Has your child had any of the following:  OCrossed Eyes  [dLazy Eye  [ODrooping Eyelid = [OProminent Eyes
OGlaucoma  [Retinal Disease  OCataracts  [OEye Surgeries  OEye Infections ~ [CEye Injury

Does your child use eye drops? [ONo  [lYes. How often?

Signature Date

1844 W Pullman Rd., Moscow, ID 83843 | t 208.883.1800 | f 208.883.1811 | myalpinevision.com
739 Bryden Ave. Suite A, Lewiston, ID 83501 | t 208.743.5830 | f 208.743.5831 | myalpinevision.com





