OchsLabs, Inc.
LENS Intake Form

Please see reverse side...

Name___________________________
Age:

Street Address:________________________________________

City, State, Zip________________________________________

Home Phone:___________________
Work Phone:_________________

E-mail address: ___________________________________________________ 

Referred by:__________________________
Phone:_______________

Primary Care:__________________________
Phone:_______________

Additional Care:__________________________
Phone:_______________

Additional Care:__________________________
Phone:_______________

Most Prominent Problems



How Long
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

How were you before these problems occurred (if relevant)?
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Previous symptoms throughout your entire life:
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Current medications, reasons for taking them, and their effects on you:
____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________

Basis for Incomplete Problem Resolution: 

 (Please answer “Yes” or “No” for Past and Present.) 
Past? 
Present?

1. Unpredictable things had a big effect on me.
_____
_____

2. Situations were embarrassing for me.
_____
_____

3. Friends and/or family had a hard time being around me.
_____
_____

4. I was troubled by emotions/feelings.
_____
_____

5. I had problems like migraine/tics/seizures/explosive episodes.
_____
_____

10/05/2010

How much time and money have you spent on your primary problem?

How will you know you are done?

____________________________________________________________

____________________________________________________________

____________________________________________________________

____________________________________________________________
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