

GAVIN BASTIAMPILLAI & ASSOCIATES
3430 Lawrence Ave E, Scarborough, ON  M1H 1A9
T: 416 439 9997  F: 416 439 7082  
www.doctorofeye.com

	PATIENT REGISTRATION

	Gender:          Male             Female
Name:  _______________________________________
DOB:  Day ________ Month _______  Year _________
Address:   _____________________________________
City/Province:  _________________________________
Apt. #:  ___________        Postal Code:  _____________
Health Card #:  _________________________________
	Phone (Home):    ___________________________
Phone (Work/Cell):   ___________________________
E-mail:      ________________________________
Occupation:    _____________________________
How did you hear about us? __________________
_________________________________________



	
	OCULAR HISTORY

	Date of Last Eye Exam:  _________	______________                 By whom?    ___________________________
Reason for today’s visit?        Routine exam                        Emergency                         Other ________________
Have you ever or currently wearing contact lenses?     Yes         No
Please check any of the boxes that apply:
	
	Self
	Family

	Glaucoma
	
	

	Macular Degeneration
	
	

	Lazy Eye
	
	

	Eye Injury
	
	

	Eye Surgery
	
	









Other:  __________________________________________________________________________________




	MEDICAL HISTORY

	Date of Last Physical:  _________	___________________             By whom?   __________________________
Current Medications: ________________________________________________________________________
Allergies:  _________________________________________________________________________________
Please check any of the boxes that apply:
	
	Self
	Family

	High Blood Pressure
	
	

	Diabetes
	
	

	Cholesterol
	
	

	Heart Disease
	
	

	Respiratory
	
	

	Cancer
	
	

	Thyroid
	
	



Other:  _________________________________________________________________________________






