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EYE INSTITUTE OF NORTH CAROLINA, PC

Christine E. Lee, MD

 Neda Esmaili, MD

6104 Fayetteville Rd, Suite 108, Durham, NC 27713

919-572-0050             Fax 919-572-9200
PATIENT INFORMATION

      Date​​​                             
Patient Name:                                                                                                                                         



      Last



First



MI           

Address:                                                                                                                                                  


    Street


Apt.


City, State

Zip

 
Phone: Home (         )                             Work (         )                            Cell (         )                              
Email Address:                                                                                                                                         

Birthdate:        /       /               Sex:  M   F   Social Security#            -        -               Race:                     
Marital Status:       Single      Married      Divorced      Widowed      Separated

Employer:                                                                                     Phone: (       )                                      

Employer Address:                                                                                                                                 
Spouse’s Name:                                                                           Phone (       )                                     
Spouse’s Employer:                                                                                                                              

INSURANCE INFORMATION

Subscriber Name:                                                        Relationship:                                                    
Birthdate:           /          /                 Social Security#           -          -                    
COMPLETE IF UNDER 18 OR A STUDENT

Parent/Legal Guardian                                                                                    

Home Phone  (       )                             Work Phone (        )                            

(If different from above)

Birthdate           /         /               Social Security#            -          -                      

EMERGENCY CONTACT PERSON

Name                                                                                 Relationship                                      
Home Phone (       )                                         Work Phone (       )                                              
REFERRED BY:

Friend/Relative                                  
 

Advertisement                                    
Doctor                                                       

Website                                               
HEALTH HISTORY

Name                                                                      Date                      

Drug Allergies                                                                                                                                     

	Date Updated
	Medicine (including aspirin, vitamins, etc.)
	D/c'd
	Date Updated
	Medicine (including aspirin, vitamins, etc.)
	D/c'd

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 


Do you smoke?           If yes, how much?                      Alcohol use                                   

Surgeries (ocular):                                                                                                                


     (other):                                                                                                                 


Family Dr.                                                     Practice                                                           
Referring Dr. (if any)                                                                   

Please circle “yes” or “no” if you or any blood relatives have had any of the following conditions:

	Medical
	Yourself
	Family
	
	Ocular
	Yourself
	Family

	AIDS/HIV
	Yes / No
	Yes / No
	
	Cataracts
	Yes / No
	Yes / No

	Arthritis
	Yes / No
	Yes / No
	
	Color Vision, poor
	Yes / No
	Yes / No

	Artificial Heart Valve
	Yes / No
	Yes / No
	
	Crossed Eyes
	Yes / No
	Yes / No

	Artificial Joints
	Yes / No
	Yes / No
	
	Double Vision
	Yes / No
	Yes / No

	Asthma
	Yes / No
	Yes / No
	
	Dry Eyes
	Yes / No
	Yes / No

	Bleeding
	Yes / No
	Yes / No
	
	Eye Injury
	Yes / No
	Yes / No

	Cancer
	Yes / No
	Yes / No
	
	Eye Surgery
	Yes / No
	Yes / No

	Diabetes
	Yes / No
	Yes / No
	
	Floaters
	Yes / No
	Yes / No

	Emphysema
	Yes / No
	Yes / No
	
	Glaucoma
	Yes / No
	Yes / No

	Epilepsy
	Yes / No
	Yes / No
	
	Itching Eyes
	Yes / No
	Yes / No

	Hay Fever
	Yes / No
	Yes / No
	
	Macular Degeneration
	Yes / No
	Yes / No

	Heart Condition
	Yes / No
	Yes / No
	
	Night Vision, poor
	Yes / No
	Yes / No

	Hepatitis (type     )
	Yes / No
	Yes / No
	
	Red eyes
	Yes / No
	Yes / No

	High Blood Pressure
	Yes / No
	Yes / No
	
	Retinal Detachment
	Yes / No
	Yes / No

	Kidney Disease
	Yes / No
	Yes / No
	
	
	
	

	Lupus
	Yes / No
	Yes / No
	
	
	
	

	Headaches
	Yes / No
	Yes / No
	
	
	
	

	Pacemaker
	Yes / No
	Yes / No
	
	
	
	

	Shingles
	Yes / No
	Yes / No
	
	
	
	

	Skin Conditions
	Yes / No
	Yes / No
	
	
	
	

	Stroke
	Yes / No
	Yes / No
	
	
	
	

	Thyroid Conditions
	Yes / No
	Yes / No
	
	
	
	

	Tuberculosis
	Yes / No
	Yes / No
	
	
	
	


