CHAN OPTOMETRY

-
k’ HEALTHY EYES FOR A HEALTHY LIFE

Please help us by filling in the following information to the best of your abilities/5E1E B Itk & 1%

Surname/: Given Name/& F: Middle Name:

Address/h 31t : Unit #/5886:  City/3HimT: Postal Code/HpB B 5 -
Dateof Birth/ H&EHE:  /  / (MM/DD/YYYY) Age/EE8i5:  Sex/MEBl: O Male/ O Female/&Z
Telephone/Z&E &&: Home/3R: Cell/F #: Business/P& 3£

Email/ & T B 44 Occupation/E% 3£

OHIP #/5R®E: - - Version Code: ___ Expiration/8%H: /  /  (yyyy/mm/dd)
Medications/Z#): O ves/& U No/F Ifyes, please list/3551 H:

Allergies/iB & O ves/& O No/F Ifyes, please list/35 51 H:

Personal History of Eye Diseases/HR &% FE: O Yes/& O No/A T Ifyes, please list/5& % H:

Family History of Eye Diseases/ZR ik R BHE FE: O Yes/& O No/7F Ifyes, please list/F& %I Hi:

How did you hear about us?/4R 2 EBEFHEEFIH?

If from a referral, who can we thank?/551E L E N AR ?:

Thank you so much for filling out this chart. Please hand this form to a staff member./ #i&#f, EZEBEXEITEAE,



