Welcome to our practice!

Margaret Hamilton, O.D.

2194 Hewitt Ave

Kettering Ohio 45440

937-438-1717

Date____________________





Child History Form

Patients name _________________________________DOB_________________
Mothers name:______________________________________________________

Address: _______________________________City:________________________
State:___________ Zip: _____________ Home Phone or cell:_________________
Fathers name:______________________________________________________

Address: _______________________________City:________________________
State:___________ Zip: _____________ Home Phone or cell:_________________
Developmental History:
Length of pregnancy:_____________Type Of Delivery:______________Birth Weight:_______

Condition of Newborn:_______________APGAR Score:__________________

Complication before, during or immediately after delivery:______________________________________________________________________________________________________________________________________________________

List any illness, medications, accidents related to delivery or pregnancy:_____________________

______________________________________________________________________________

Did child crawl?________ All fours?_________Age?________Walked at what age?______

Was child speaking words at age 2 and phrases at age 3? _________

Does your child frequently walk into things or trip? _________

Is your child afraid of heights?________Does your child touch everything he or she sees?______

Does your child walking or running seem clumsy or disjointed? _________
Can your child hop or skip?________Can your child write his/her name?__________

Is your child often unable to accurately located and pick up small objects within reach?________

Does your child attend school?______ Where?_______________________________________

Visual History

Has one or both of your child’s eyes crossed or gone out of alignment after age 1?___________

If yes: Frequently or occasionally?_______________ Which eye?_________________________

Does your child complain of eyes hurting or rub them frequently?________________________

Does child hold head in an awkward position (tilted to either side or thrust forward or backward) when trying to look at something? _______________________________

Does you child keep head very close to material when writing, reading or coloring? _________
Has your child eyes been treated or examined before? ______ When? __________________

Is there any family history of visual problems? ________What?_________________________
Last professional eye exam, not just a screening. Date____________ Doctor______________
Has your child had vision therapy, patching therapy or eye surgery? _____________________
Physical History

Has your child had any sustained periods of high temperature?__________________________

Has your child had any serious illnesses or injuries?________ What?______________________

Does your child have any disabilities?_____ List here______ ____________________________

Does your child have any allergies? ______ List here___________________________________

Does your child have frequent headaches? _________  Childs Physician? _________________

Has your child had convulsions, spasms, “spells” or seizures? ___________________________

Other testing (Please send results if at all possible)

May include education, psychological, physical, neurological, speech and hearing……__________________________________________________________________
Release of Information:

If you wish a report of the evaluation sent to anyone other than yourself, please sign below and indicate to whom you wish it to go.
I hereby authorize Dr. Margaret Hamilton O.D. to send a copy of the results of the evaluation on my child (name) _________________________________________to the below mentioned place.
Signed: (name)__________________________________, relationship_____________________

Date: _______________

Name:______________________________________________________

Address: ____________________________________________________

City:_________________________ State: ________________ Zip: ______________

To the best of my knowledge, the questions on this form have been accurately answered. It is my responsibility to inform the doctor’s office of any changes in my medical status. I authorize treatment and examination including use of dilating or other diagnostic drops.
__________________________________________________    _________________________

Signature of patient (or guardian, if minor)


Date

Responsible Party ( the individual bringing patient to the appointment)
Name of person responsible for this account____________________________________________

Relationship to Patient_____________________Birthdate____________SS#____________________
E-mail_____________________Home-Cell #__________________Work#_______________

Insurance Information

Name of insured_________________________Relationship to Patient___________________

Birthdate__________SS#________________Employer_______________________________

Address of Employer___________________City___________State___________Zip_________

Insurance Company________________________ID#___________________GRP#_________

How much is your deductible?_____________How much have you used?_________________

I will pay today by (please circle) Visa, Mastercard, Discover, Amex, Carecredit, Cash, Check
