
Charlotte Optometric Eye Clinic
Dr. Tammy Hawks 

Patient Information Sheet (please print)

Today's Date ________________ E-Mail Address _______________________

Last Name __________________First Name ________________________ M _________ 

Address ____________________________City_____________State ___ Zip Code ________

Telephone  (H) ______________________  (W) _________________________________

SSN _______________________ Date of Birth ______________________ M/F _______

Occupation ____________________________ School ____________________________

Emergency Contact _______________________ Telephone number ________________

Date of last eye exam __________________________________________________

Medical Information

Medication presently taking _________________________________________________

Tobacco Use? ____________ Alcohol Use? ___________ 

Primary Care Physican _______________________ Telephone number ______________

Allergies/Medications ______________________________________________________
Please circle if you have/had any of the following:

Cataracts Glaucoma Retinal Detachement Eye Disease  Eye Surgery

Diabetes High Blood Pressure Heart Problems Convulsions/Epilepsy  Thyroid
Problem Headaches Double Vision   Eye Injury    Flashes of Light Head Trauma
Watery Eyes   Burning Eyes   Itchy Eyes    Eye Pain

Family History

Cataracts Glaucoma Retinal Detachment Eye Disease  Eye Surgery

Diabetes High Blood Pressure  Heart Problems  Convulsion/Epilepsy Thyroid

Personal Information
Reason for coming in today _________________________________________________
Are you interested in wearing contacts? ___________________________________

Type of Contacts you have tried?_____________________________________________

Whom may we thank for referring you to us ____________________________________

Are you interested in Laser Surgery? _____________________________________






