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PATIENT HISTORY QUESTIONNAIRE 
 Today’s Date:  
Dear Parents/Guardian: 
 
Your child’s vision develops along with such other functions as walking and talking and is affected by family history 
as well as by certain illnesses. Therefore, your thorough answers to this questionnaire will help in determining how 
your child’s vision has developed as well as allowing us to use the office time for the complete optometric 
examination. 
1. PERSONAL INFORMATION: 
Child’s Name: Last:  First:  MI:  

Street Address:   

City:  State:  Zip:  

Home Phone No.:  Date of Birth:  

Name of School:  Grade:  

Mother’s Name:   Father’s Name:  

Mother’s Work No.:  Father’s Work No.:  

Mother’s Cell No.:  Father’s Cell No.:  

Email Address:  ______________________________________________________________ 
PLEASE CIRCLE YOUR CONTACT PREFERENCE:      PHONE         TEXT          E-MAIL 

Whom may we thank for referring you? :  
 [School / Doctor / Another Patient / Internet, etc.] 
2. EYE HEALTH HISTORY: 
Date of child’s last eye exam?   Name of Doctor:    

Has your child had any eye operations? Y/N Explain: Date:  

Has your child had an eye injury? Y/N Explain: Date:  

Has your child ever had vision therapy Y/N Explain:  

Does your child wear glasses? Y/N If yes, circle all that apply: all the time – occasionally – reading – driving - TV 

Describe any problems your child has with his/her glasses:    
 
Please note, based on the scale below, if your child is suffering from any of the following signs or symptoms: 
 

1 = never  /  2 = seldom  /  3 = occasionally  /  4 = often  /  5 = always 
 

Physical Signs:  
Does your child… 

 Performance Problems 
Does your child… 

 Secondary Symptoms 
Does your child… 

 

report that the blackboard or 
other things look blurry? 

 have trouble copying words 
from the chalkboard to paper? 

 have a short attention span?  

get headaches after doing 
schoolwork? 

 avoid reading?  have poor self esteem or 
confidence in school? 

 

hold books extremely close?  lose his/her place when 
reading? 

 misbehave or “goof-off” in 
school? 

 

cover one eye by leaning on a 
hand? 

 skip or reread words and lines?  have frustration and anxiety 
associated with school? 

 

fall asleep when reading?  have difficulty completing 
schoolwork in a reasonable 
time? 

 seem to perform below 
his/her potential? 

 

report that words run together 
when reading? 

 have poor organization on 
paper- letter and word spacing, 
margins, columns 

 have inconsistent or poor 
sports performance? 

 

tend toward clumsiness?  reverse letters and numbers?  estimate distances 
incorrectly? 
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3. DEVELOPMENTAL HISTORY: 
 
Any complications before, during, or immediately following delivery? [prescription medication, infection, toxemia] 
  
  
Full Term Pregnancy? Y/N If not, duration of the pregnancy   
Child’s birth weight?  pounds  ounces 
  
At what age did your child? 
 Sit  Months Use sentences  Years 
 Crawl  Months Toilet trained  Years 
 Walk  Months Tied shoe laces  Years 
 Talk  Months (two or more words)    
       
 Is your child’s speech clear to others? Yes No 
 Does your child ride a two-wheeled bicycle without training wheels? Yes No 
    
4.  MEDICAL INFORMATION: 
 
When was your child’s last general health exam?  

Name of pediatrician:   Phone No.:   

List any medications your child is currently taking:   

   

List any eye drops your child is currently using:   

Does your child have any allergies to medication?     

Does your child have other allergies?      

List any medical conditions your child is being treated for?    

Has your child been hospitalized? Y/N Reason?    
 
5. ACADEMIC HISTORY:  

Circle Yes or No and explain if yes:  

Does your child like school? Y/N  
Is your child on grade level for reading? Y/N  
Is your child on grade level for math? Y/N  
Is your child in any special classes? Y/N  
Is your child receiving any tutoring?  If so, in what areas? Y/N  
    
Is there any subject or are there any subjects which seem particularly easy for your child? 
 
Is there any subject or are there any subjects which seem particularly difficult for your child?  
 
 
Has your child ever undergone any of the following testing/treatment?  Please indicate time periods. 
     
 Educational Y/N  Occupational Therapy Y/N  
 Neurological Y/N  Speech Therapy Y/N  
 Psychological Y/N  Physical Therapy Y/N  
 Developmental Y/N    
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6. FAMILY HISTORY:  

Please identify any family members next to the condition applicable: 
 Lazy Eye   
 Eye disease   
 Blindness   
 Nearsightedness   
 Farsightedness   
 Astigmatism   
 
7.  INSURANCE INFORMATION: 
 
Insurance Company:      

 [Medicare –Aetna– Blue Cross/Blue Shield, etc.] 

Name of Primary:   Last:   First:   
Date of Birth:   Address:   
 
Name of Insured:   Last:   First:   
Insurance I.D.#:   Group#:   

 
FINANCIAL POLICY 

All patient fees, that we anticipate not to be covered by insurance, will be collected at the time of service.  
Materials will only be ordered after we have received a fifty (50%) percent deposit and those materials 
cannot leave the office until they are paid in full.  It is expected that your account will be kept current.  We 
will take any necessary measures to collect any amount past due over 120 days. 
 

ASSIGNMENT AND RELEASE 
I, the undersigned certify that I (or my dependent) have insurance coverage as stated above and assign 
directly to Dr. Bernstein all my insurance benefits payable by said carrier(s).  I understand that Dr. 
Bernstein will submit to my insurance carrier(s) for the services rendered today.  I understand that I am 
responsible for obtaining any referrals required prior to the services being rendered.  I further understand 
that I am financially responsible for all charges whether or not payable by insurance and am also 
responsible for payment of any services deemed “not covered” under the terms of my benefit contract.  I 
hereby authorize the doctor to release all information necessary to secure the payment of benefits.  I 
authorize the use of this signature on all insurance submissions. 
 
Responsible Party Signature      

Relationship     Date  



Family Vision Care Associates, LLP 

Directions 
 
From Cross Westchester Expressway (Route 287) 
 
Westbound: Take Exit 9N-S.  At the end of the ramp you will be on Westchester Avenue (westbound).  At 
the fifth traffic light, make a left turn onto the William Butcher Bridge.  After going through the traffic light 
(on the far side of the bridge) proceed about 50 feet and make a left turn into the parking area.  Go past 
the building entrance and on your right will be parking spaces for Family Vision Center. 
 
Eastbound: Take Exit 8E.  At the end of the ramp you will be on Westchester Avenue (eastbound).  Go to 
the second traffic light (William Butcher Bridge) and make a right turn.  Proceed about 50 feet and make 
a left turn into the parking area.  Go past the building entrance and on your right will be parking spaces 
for Family Vision Center. 
 
From Interstate 95 
 
Take Exit 21 for the Cross Westchester Expressway (287 West - towards the Tappan Zee Bridge).  
Follow directions for “From Cross Westchester Expressway - 287 West”. 
 
From Route 684 
 
Take 684 South to the end (the Exit will be marked I-287 New England and White Plains).  Once on the 
exit ramp, bear right and follow the signs for White Plains.  The exit ramp will feed onto Westchester 
Avenue (westbound).  Go to the first traffic light and turn left onto the William Butcher Bridge.  After going 
through the traffic light (on the far side of the bridge) proceed about 50 feet and make a left turn into the 
parking area.  Go past the building entrance and on your right will be parking spaces for Family Vision 
Center. 
 
From Hutchinson River Parkway 
 
Take parkway to Exit 26W (Westchester Avenue - Cross Westchester Expressway, Route 287W).  The 
exit ramp will put you on Westchester Avenue (westbound).  Go to the fourth traffic light and turn left onto 
the William Butcher Bridge.  After going through the traffic light (on the far side of the bridge) proceed 
about 50 feet and make a left turn into the parking area.  Go past the building entrance and on your right 
will be parking spaces for Family Vision Center. 
 
From Mamaroneck Avenue 
 
Take Mamaroneck Avenue to Bryant Avenue.  Take Bryant (towards White Plains H.S.).  At the second 
traffic light (opposite the athletic fields) make a left into White Plains Office Park.  Proceed through  two 
stop signs and then bear left at the sign for #701.  Just before you get to the front of the building there will 
be parking spaces for Family Vision Center on your left.  
 

 

701 Westchester Avenue 
White Plains, NY  10604 

(914) 948 - 0304 
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