
Patient Information

TITLE

¡ Mr   ¡ Ms   ¡ Mrs   ¡ Miss   ¡ Dr     

FIRST NAME SURNAME 

DATE OF BIRTH

	 /	 /	

HOME PHONE # MOBILE #

ADDRESS SUBURB 

POSTCODE

OCCUPATION

     

NEXT OF KIN NEXT OF KIN PHONE # 

GENERAL PRACTITIONER GENERAL PRACTITIONER ADDRESS / PRACTICE

OPTOMETRIST OPTOMETRIST ADDRESS / PRACTICE

MEDICARE NUMBER

     

REF EXPIRY

PENSION CARD / HCC PRIVATE HEALTH FUND MEMBERSHIP NUMBER

DO YOU HAVE ANY OF THESE MEDICAL CONDITIONS?

PLEASE LIST YOUR MEDICATIONS HAVE YOU EVER SMOKED?

   ¡ Yes     ¡ No
 
 
IF YES, DO YOU STILL SMOKE?

   ¡ Yes     ¡ No
 
 
HOW MANY PER DAY?

DO YOU HAVE ANY ALLERGIES?

   ¡ Yes     ¡ No
 
IF YES, TO WHAT?

ARE YOU PREGNANT?

   ¡ Yes     ¡ No

 

¨¨ Diabetes
¨¨ High blood pressure
¨¨ High cholesterol

¨¨ Heart attack
¨¨ Stroke
¨¨ Any other medical conditions: 	
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Edgewater WA 6027
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General Ophthalmic History information 
In your own words, why are you here today?

Have YOU had any of the following?

HAVE YOU SEEN AN EYE DOCTOR BEFORE?

   ¡ Yes     ¡ No

HAVE YOU HAD ANY PREVIOUS EYE PROBLEMS?

   ¡ Yes     ¡ No

 
IF YES, PLEASE LIST:

HAVE YOU HAD EYE SURGERY BEFORE?

¡ Yes     ¡ No

 
IF YES, WHAT TYPE OF EYE SURGERY?

DO YOU HAVE A FAMILY HISTORY OF ANY OF THE FOLLOWING?

¨¨ Macular degeneration
¨¨ Glaucoma
¨¨ Diabetes
¨¨ Retinal detachment
¨¨ Other eye condition? Please list:

	
	

DO YOU TAKE ANY REGULAR EYE DROPS?

  ¡ Yes     ¡ No

 
IF YES, PLEASE LIST:

Do you wear glasses or contacts for distance (i.e. Driving) ?

   ¡ Yes     ¡ No

Do you wear glasses or contacts for near (i.e. Reading) ?

   ¡ Yes     ¡ No

If you are here for cataract surgery, what do you wish to achieve from surgery?

¨¨ Flashes or floaters
¨¨ Distorted vision
¨¨ Blurred vision
¨¨ Red eye
¨¨ Painful eye
¨¨ Dry eyes
¨¨ Retinal detachment or retinal tears
¨¨ Eye injections
¨¨ Difficulty with driving at night

¨¨ Glaucoma or high eye pressure
¨¨ Cataract surgery
¨¨ Watery/ mucky eye
¨¨ Fluid or swelling on the retina
¨¨ Macular degeneration
¨¨ Inflammation of the eye
¨¨ Other? please explain:
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Please remember:

Bring your referral from your referring specialist, 
Doctor or General Practitioner. This is required for 
Medicare rebate.

Arrange somebody to help take you home.

Please bring sunglasses to protect your eyes, as the 
anaesthetic and drops will make your eyes dilate.

Payment on day is required. Northern Eye Surgeons 
accept cash, EFTpos and major credit cards.

Please allow 2-3 hours for your appointment.
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Getting Here

Location Map
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Free parking is available 

Unit 1 / 1 The Gateway,� 
Edgewater WA 6027
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