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INTELLIGENCE 

www.holisticvisionsandiego.com 
Phone: (619) 757-3937

ADULT VISION QUESTIONNAIRE 
It is 011r pleasure to serve yo11. 

Full Name: ______________________ Male □ Female □

Birth Date: _____ Age: __ _ 
Home Address: 

-----------------------------

Home Phone: ____________ Work Phone: ___________ _ 
Marital status: Single □ Married □ Divorced □ Widowed □

Were you referred to our office? Yes □ No □

If yes, whom may we thank for this referral? _________ Phone: _____ _ 
Address 

-------------------------------

Driver's License No.: 
------------

What is your occupation? ____________ Employer: _________ _ 
Please list the names and birth dates of your spouse and dependents: 

NAME 
Spouse _________________ Birth Date _________ _ 
Dependents Birth Date _________ _ 

_________________ Birth Date _________ _ 
Birth Date 

----------------- -----------

Birth Date 
----------------- -----------

MEDICAL HISTORY 
Is there any history of the following? (please check if there is a history) 

Patient Family Who Patient Family Who 

Diabetes □ □ High Blood Pressure □ □ 

Blindness □ □ Eye Infections □ □ 

Eye Turn □ □ Thyroid Condition D □ 

Glaucoma □ □ Eye Surgery □ □ 

Cancer D □ Cataracts D □ 

Multiple Sclerosis D □ Lazy Eye □ □ 

Brain Tumor □ □ Eye Disease D □ 

Physician's Name: ____________ Date of Last Evaluation: ______ _ 
For what problem/ condition? ________________________ _ 
Results and recommendations: 

------------------------

Medications currently using including vitamins and supplements: ____________ _ 

For what condition(s)? __________________________ _ 
Are you allergic to any foods or medications? Yes □ No □

If yes, please list: 
Current diet: Good □ Fair □ Poor □
Current state of health (explain): _______________________ _ 
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