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Name:  _______________________________  DOB:  _____________  Age:  _______  Date:  ____________ 
 
Address:  ___________________________________ City:  ___________________________  Zip:  _________ 
 
Phone:  Home (______)_______________________Work/Cell (______)_____________________________         
 
Occupation:  _______________________________  Email:  _________________________________________ 
 
Have you ever experienced any of the following symptoms or been diagnosed with any of the following conditions?   
   Yes No ?      Yes  No ? 
General      Ear/Nose/Mouth/Throat 
Fever/Weight Change  [] [] []  Allergies/Hay Fever  [] [] []  
Seizures  [] [] []  Sinus Congestion  [] [] [] 
Rosacea  [] [] []  Dry Throat/Mouth  [] [] [] 
Neurological      Respiratory 
Headaches  [] [] []  Asthma    [] [] [] 
Migraines  [] [] []  Emphysema   [] [] [] 
Chronic Bronchitis [] [] [] 
Eyes       Vascular/Cardiovascular  
Blurred Vision  [] [] []  Diabetes   [] [] [] 
Distortions/Halos [] [] []  Vascular Disease  [] [] [] 
Loss of Side Vision [] [] []  High Cholesterol  [] [] []  
Double Vision  [] [] []  High Blood Pressure  [] [] []  
Dryness  [] [] []  Gastrointestinal   
Mucous Discharge [] [] []  Chronic Diarrhea  [] [] [] 
Redness  [] [] []  Genitourinary   [] [] [] 
Sandy/Gritty Feeling [] [] []  Kidney/Bladder   [] [] [] 
Itching   [] [] []  Bones/Joints/Muscles  
Burning   [] [] []  Rheumatoid Arthritis  [] [] [] 
Foreign Body Feeling [] [] []  Lupus    [] [] [] 
Glare/Light Sensitivity [] [] []  Lymphatic/Hematologic 
Eye Pain/Soreness [] [] []  Anemia    [] [] [] 
Eye Trauma/Injury [] [] []  Bleeding problems  [] [] [] 
Flashes   [] [] []  Endocrine 
Floaters in Vision [] [] []  Thyroid    [] [] [] 
Tired Eyes  [] [] []   Diabetes   [] [] [] 
Glaucoma  [] [] []  Psychiatric/Depression [] [] []  
Cataracts  [] [] []  Cancer   [] [] [] 
Crossed/“Lazy” Eye [] [] []  Are you currently 
Retinal Disease  [] [] []  Pregnant/Nursing  [] [] [] 
Macular Degeneration [] [] []  Other    [] [] []  
      
Other Conditions including Allergies to Medications:______________________________________________ 
 
List all Medications (including birth control, vitamins, and over the counter remedies):   
 
_____________________________________________________________________________________ 
 
I attest that all of the above information is true to the best of my knowledge.   Patient Signature:______________ 

Andrew L. Sorenson, Eye M.D.
LASIK and Vision Correction Specialist
LASIK@SorensonVision.com
T: 510-848-6874   F: 510-848-4103
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