
WELCOME TO OUR OFFICE 
DR. MICHEL L. PAWLOSKY, O.D. 

Patient’s Name            Date 

Address 

City       State         Zip 

Phone (Home)               (Work)         (Cell/Other) 

Date of Birth           Age         E-mail               Sex:  M   |   F 

Occupation/Employer                           Student?  Y   |    N 

 If patient is a dependent: Mother         Father 

Please let us know how you were referred to our office?       Walked By  Phonebook      Web 

     Newspaper         Referred by              Other 

Do you have medical health insurance?  Y  |  N    If Yes, name of carrier: 

Do you have vision insurance?  Y  |  N    If Yes, name of carrier: 

Name of your family physician 

What is the Primary Purpose of this visit: (i.e. broken  glasses, wanting new contacts, recent flashes of light, routine exam, 

 no significant complaints, etc.) 

Approximately when was your last eye exam? 

Do you currently wear eyeglasses?  Y  |  N    If Yes, for distance, near, or both? 

Do you currently wear contacts?  Y  |  N 

 If Yes, what type?       Hard            Soft            Disposable            Gas Permeable 

Are you interested in:            New Glasses            New Contacts            Other 

Please check all medial problems that apply to your health and any current medications associated: 

Diabetes 
Hypo / Hyper Thyroid 
Asthma 
Arthritis 
Heart / Kidney Problems 
Infectious Disease 

High Blood Pressure 
High Cholesterol 
Depression 
Digestion Problems 
Ear / Nose / Throat Problems 
Allergies (list): 

Please check all that apply to you or your family’s eye health: 

 Cataracts            Glaucoma            Blindness            Detached Retina            Macular Degeneration 

 Surgerys             Diabetes      Crossed / Lazy Eye        Injury (list) : 

Please list any information (including medications not listed above) that you feel may be helpful concerning your health: 

 

Have you ever had eye surgery, eye disease or injury, or anything remarkable about your eyes that would be helpful to us? 

 

List your hobbies / activities that have visual significance: 

Are you interested in learning more about LASIK?  Y  |  N 


