
Dr. Laura Cookson  
61 James Snow Parkway, Suite 201 

Milton, ON, L9T 0R3 

P: 905-876-6042 | F: 905-875-5468 
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MEDICAL HISTORY AND NEEDS FORM 
 
1. Patient Information - Please fill out the following personal information 

First Name: 
 
 

Last Name: Email Address: 
 

Date of Birth: 
MM-DD-YYY 
 

Address: 

Home Phone: City: 
 
 

Province: Postal Code: Country: 

Cell Phone: Preferred Method of Contact: 
Please indicate the best way to 
reach you. 

Email Phone Text 

Family Doctor (including phone number): 
 
 

Emergency Contact (including phone number): 

 
Health Card Information: 
 

Name on Card: 
 

Health Card Expiry Date: 
 
 

Health Card Number: 
 

Version Code: 
 
 

 
2. Personal Ocular & Medical History 
Please list any medical conditions: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Have you been diagnosed with an eye disease? 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Please list any previous eye surgeries: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Please list all medications you are currently taking (incl. vitamins/supplements and eye drops): 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
Please list any Allergies: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
  

http://www.indepthvision.ca/
mailto:info@indepthvision.ca


 
Please list any eye diseases that run in your family: 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
3. Purpose of your visit (Please describe the purpose of your visit): 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
4. Visual Needs - Your answers to these questions will guide us in recommending the best products to meet 

your eyewear needs) 
 

a) Do you wear the following (check all that apply):
  

b) What do you use most of the time? 

 Prescription Glasses  Prescription Glasses 

 Prescription Sunglasses  Prescription Sunglasses 

 Non-prescription Sunglasses  Non-prescription Sunglasses 

 Contact Lenses (brand:_________________)  Contact Lenses 

 I don’t wear any of these  I don’t wear any of these 

c) To better allow us to understand your visual demands and needs: 

 What you do for work? 
 

 Do you have any hobbies? 
 

 How much time per day on average do you spend on electronics? 
 

  
How did you hear about us: 

 Family/Friend - Whom may we thank for the referral? _______________________________________ 

 Family Doctor - Whom may we thank for the referral? _______________________________________ 

 Health Care Provider (i.e. physiotherapist) – Whom may we thank for the referral?_______________ 

 Google 

 Website 

 Other 

Thank You, 
The InDepth Vision Team 

   

PLEASE BRING YOUR CURRENT GLASSES AND SUNGLASSES TO YOUR EXAM                                 


	text_1pxtp: 
	text_2jqvm: 
	text_3kuh: 
	text_4qkwu: 
	text_5gtjv: 
	text_6vhyl: 
	text_7aoyi: 
	text_8tpta: 
	text_9gdcy: 
	text_10vivz: 
	text_11qjub: 
	checkbox_12xopr: Off
	checkbox_13ulvv: Off
	checkbox_14krgt: Off
	text_15eldm: 
	text_16kyjq: 
	text_17tnnr: 
	text_18qfib: 
	text_19wsfe: 
	text_20jyjd: 
	text_23txdf: 
	text_24anja: 
	text_25ehil: 
	text_26lmxp: 
	text_27vcie: 
	text_28dgvd: 
	text_29jdwu: 
	text_30roic: 
	text_31xwxw: 
	text_32vexj: 
	text_33hnam: 
	text_34csg: 
	text_35pppv: 
	text_36vkws: 
	text_37hfvj: 
	text_39msqs: 
	checkbox_40yvgd: Off
	checkbox_41bemo: Off
	checkbox_42qyjb: Off
	checkbox_43bths: Off
	checkbox_44afjf: Off
	checkbox_45eeed: Off
	checkbox_46mhkc: Off
	checkbox_47hpdm: Off
	checkbox_48ysxu: Off
	checkbox_49mrwy: Off
	text_50qxx: 
	text_51quij: 
	text_52xjee: 
	checkbox_53aziv: Off
	checkbox_54plbf: Off
	checkbox_55hbyu: Off
	checkbox_56kuyz: Off
	checkbox_57mayt: Off
	checkbox_58ruvk: Off
	text_59szhh: 
	text_60ejfa: 
	text_61sesn: 


