Dear

As Dr. Rosengarten discussed with you last year, he is a very strong advocate of yearly eye health examinations.  He made an appointment for you this year to absolutely guarantee you will not have to wait longer than one year for your eye health examination.  As a current patient in our practice, we have a professional obligation to extend this appointment guarantee to you.

YOUR APPOINTMENT FOR YOUR YEARLY COMPREHENSIVE 

EYE HEALTH EXAMINATION IS SCHEDULED FOR:

If this appointment is inconvenient, please list alternatives:
1st choice
date______
time_____









2nd choice
date______
time_____

If you are choosing an evening or Saturday as an alternate, call us immediately at 426.5000

Or email us at Eyedoc1770@aol.com
PLEASE RETURN THIS QUESTIONAIRE ASAP, EVEN IF YOU DO NOT PLAN TO KEEP THIS APPOINTMENT SO WE MAY OFFER THIS TIME TO SOMEONE ELSE

Please complete this questionnaire and return it in the enclosed stamped envelope or you may download it at www.drrosengarten.com and email it back to us.  Please answer all questions carefully and accurately.

IF YOU HAVE FREE ACCESS TO A COPIER, PLEASE ALSO INCLUDE A COPY OF BOTH SIDES OF YOUR INSURANCE CARD TO EXPEDITE CHECK IN

Was the address label correct? ____
Home phone_________ Cell phone________ Insurance __________

Please list ALL Rx medications you take and the condition for which you take them. _____________________ __________________________________________________________________________________________

Please list ALL medical conditions you have, even though they may not seem related to the eyes.  __________________________________________________________________________________________

Since your last eye health exam, were there ANY eye disease(s) diagnosed in your immediate family?  If yes, what disease and which relative? _______________________________________________________________

Please circle the appropriate eye conditions from which you suffer.  For visual conditions, only circle those that apply while you are wearing your glasses or contacts.

Blurred vision: Distance (driving, TV)
Near (reading books) 
Intermediate (computer, grocery shelves)

Double vision

Seeing flashing lights
Seeing floaters
Headaches
Eyestrain
Glare

Dry eyes

Watery eyes


Red eyes

Itching/Discharge
Eye pain

If you wear glasses or contacts, do you have a spare pair of glasses?
Yes
No

Do you have prescription sunglasses?




Yes
No

If you do not already have them, are you interested in contact lenses?
Yes 
No

Special vision requirements (occupational/computer/hobbies/sports) ___________________________________

