
                                                                                                         

   
      
      

 

 
 
                                                                                 
 
 
 
                                                                              
                                                                                 

’s Vision History: 
e state the primary reason for today’s examination:  _________________________________  
__________________________________________________________________
__________________________________________________________________ 

st vision examination ________ sٱ Contactsٱ  Otherٱ) ___________ 
_______________________ ____________________________ 
ny serious vision or eye conditio s age at the time. 

______  Check if none. 
ge: ________  Condition:_____ ____________________________ 
ge: ________  Condition:____ ____________________________ 
ge: ________  Condition:_____ ____________________________ 

your child received any of the f ? 
           ______   Check if none.
                                                                               
pecific care    Ag
 Exam/Glasses                    ___ ____________________________ 
ion Therapy/Patching ___ ____________________________ 
 surgery/Eye Drops ___ ____________________________ 

 you or anyone else noticed (or orted) any of the following?     
e check all that apply. 

ading close  ٱ C eye ٱDifficulty seeing far away 
bbing of eye  ٱ T ding ٱFrequent headaches 
es hurt or tire  ٱ R rds ٱInattentive or daydreams 
ips/re-reads  ٱ E  Vocalizes when reading ٱ
oids reading  ٱ R  Blur when reading ٱ 
er, Explain: _______________ ____________________________ 
_______________________ ____________________________ 
_______________________ ____________________________ 
_______________________

additional comments regarding y
__________________________

_______________________________

Whom may we thank for referring y
 

Vision Insurance Co.___________
Member’s Name:_______________
Medical Insurance Co. __________
Policy # _____________________
We have a list of medical/vision i
your insurance does not provide p
full.  If your insurance is not on th
submit to your insurance directly 
at the time products or services ar
 
   Signature ____________________

ormal B h?   Yes   No        
______ _____________________________________ 
_______ _____________________________________  
lking: _ __    Did motor skills develop normally? _______ 
______ ____________________________________ 

__ Teac r? _____________  Classmates? ____________ 
______ ______ Math? ________________ 

__    An rades repeated? __________________________
____  W st subject ______________________________ 
______ _____________________________________ 

_______ ___________________________________________ 
ork?___ __________________________________________ 

_______ ___________________________________________ 

 
 
 
 

 
 
 

___  Results (Glasse
_______________
n(s) and your child’

______________
_______________
______________

ollowing vision care
         
                                
e    Comments 
___ __________
___    __________
___ __________

 has your child rep

losing/covering one 
ilting head when rea
everses letters or wo
ye turning in & out 
eports seeing double
______________

_______________
_______________

___________________________________________ 

our child that you may feel we should be aware 
_________________________________________________
 
                                                                                                                                       
 
 
            
            

South County Eye Care Optometric Group 
23002 Lake Center Drive, Lake Forest CA 92630 

WELCOME TO OUR OFFICE 
This personal vision and health information will help us give your child the most complete 

a thorough vision examination possible.  All information is of course, confidential. 

            
         
        
       
       
         
       
      
     
  
 
 
 
 
 
 
                             
   
            

  
                                                                                                                                

Child
Pleas
____
____
   La
____
List a
 
     A
     A
     A
 
Has 
       
        
      S
  Eye
  Vis
  Eye
 
Have
Pleas
 
Re ٱ
Ru ٱ
Ey ٱ
Sk ٱ
Av ٱ
Othٱ
____
____
____

Any 
of:__

Parent’s Name _____________________________________ Soc. Sec#___________________________ 
     Address ____________________________________________________________________________
     City ___________________________________________________ Zip ________________________ 
     Phone No. (home) (     ) ____________________________ (work) (      ) ________________________ 
     E-Mail Address: ____________________________________________________________________ 
     Employed by  _______________________________________________________________________ 
     Occupation _________________________________________________________________________ 

Child’s Full Name:_________________________________ Nickname:  _________________
      Date of birth: __________________ Age: _______ Sibling’s Ages: ____________________
 
Child’s Medical Condition:                       _____ Check here if no medical problem. 
__________________________________________________________________________
__________________________________________________________________________
 
      List any serious illness/injury and your child’s age at time of each.      _____ Check if none. 
Age: ______  Illness: _________________________________________________________ 
Age: ______  Illness: _________________________________________________________ 
Age: ______  Illness: _________________________________________________________ 
 
Please list your child’s medications and their purposes.   _____ Check if none. 
__________________________________________________________________________
__________________________________________________________________________
 
Child’s Pediatrician or Physician:__________________________________________________
     Address:_________________________________________________________________
 

________________________________________________ 

ou to our office? 

___________________________________________ 
__________________  Soc. Sec# ________________
 EPOٱ   PPO ٱ   HMO ٱ   _____________________
_________________    Phone (__)________________ 

nsurances that we bill directly for services rendered. If 
ayment within 60 days, you are responsible to pay in 
e list, please ask us for a “super bill” so that you may 
for reimbursement. You are responsible to pay in full 
e provided.

________________________________________________ 
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__
_

__
__

he
__
y g
or
__
__
__
__
                                              

                                              
                                              

Child’s Developmental History: 
Normal Pregnancy?   Yes   No          N
Complications?__________________
_____________________________
Age of crawling: _____         Age of wa
If not, explain:___________________

Child’s School History: 
Does your child like school? __________
Reading? ______________ Writing? __
Is attendance regular? ______________
Best subject _____________________
Any behavior or social concerns?_______
__________________________________
How well does your child do with school w
__________________________________


