Welcome to Our Office

Dr. Jennifer Branning
Today’s Date_______

Last Name________________First Name_______________MI_____

Hm phone______________ Cell phone ____________Wk phone______________

Date of Birth__________________


        Employer______________

Social Security #______/______/______  Height__________Weight_________

Email address______________________

Emergency contact name/number______________________________________

Do you have any of the following? Please circle

Cataracts     Yes/No
             Retina Problems     Yes/No   
Glaucoma     Yes/No

Laser Treatment     Yes/No        
Eye Muscle problems     Yes/No        Other     Yes/No 

Past Injury to either eye     Yes/No 
Macular Degeneration     Yes/No

Have your parents or siblings had any of the following?

Diabetes___Hypertension___Heart Disease___Glaucoma___Macular Degeneration_____ 

Retina Problems_________________

Please list all the medications you take regularly   ____________________________

        if you have a list,                                        ____________________________                                                        

       please give to the front desk                       ____________________________

Please list all allergies to medications____________________________________

Name of family Doctor_______________________________________________

Do you wear glasses?_______Contact Lenses?______What type?______________

Any problems with current glasses or contact lenses?________________________

Do you have more than one pair of glasses
Yes/No


If new to our office-

How did you hear about us?
   Friend/Family__________________________________





   Yellow Pages _____________Internet_______________





   Radio ___________________Other________________

Thank you for providing us with this health update, it will help us serve you better

