Medical History Today’s Date :

Do you have any allergies to medications? No Yes If yes, explain:

List any medications you take (including oral contraceplives. aspirin. over the counter medications or home remedies):

List all major injuries, surgeries and/or hospitalizations you have had.

List any of the following that you have had: crossed eves. lazy eye. drooping eyelid. prominent eyes, glaucoma. retinal
disease, cataracts. eve infections or cye injury:

Are you pregnant and/or nussing?  No Yes NA

Do you wear glasses? No Yes If ves, how old is vour present pair of lenses?
Do you wear contact lenses? No Yes If ves. how old is your present pair of lenses?
Tvpe of contact lenses:  rigid  soft extended wear  other  Are they comfortable?  No Yes
Family History
Picase note any family history {parcnts. grandparents. siblings. children: living or deceased) for the following conditions:

Discase/Condition No Yes Unknown Relationship to You

Blindness i ° o

Cataract {3 N i

Crossed Eyes [ L 0

Glaucoma i o U

Macular Degeneration fi O o

Retinal Detachment/Discase il i o

Arthritis i 7 e

Cancer _ iy 73 o

Diabetes t o X

Heart Disease o = =

High Blood Pressure . O

Kidney Disease o .

Lupus o o

Thyroid Disease 0 m

Other :

Social History  (This information is kept strictlv confidential. However, vou may discuss this paortion directly with the
doctor if vou prefer.)

i Yes. | would prefer to discuss my social history information directly with my doctor.
Do you drive? No Yes If yes. do vou have visual difficulty when driving?  No Yes

I ves. please describe:




Do you use tobacco products?
Do yvou drink alcohol?

Do you use illegal drugs?

No
No

No

Yes

Yes

Yes

Have you ever been exposed to or infected with:

Review of Systems

If yes. type/amount/how long:
If ves. type/amount/how long:

If yes. type/amount/how long:

Gonorrhea

Hepatitis HIV

Syphilis

Do you currently, or have you cver had any problems in the following arcas: (if unknown then Ieave blank)

System

constitutional
fever. weight Joss/gain
integumentary {skin)
neurological
headaches
migranes
seizures
eyes
loss of vision
blurred vision:
distorted vision/haios
loss of side vision
double vision
drvness
mucus discharge
redness
Sandy or gritty feeling
Hching,
buming
foreign body sensation
excess tearing/watering
plarefight sensitivity
cyC pain or S0Teness

chronic infection of eve or hid

sties or chalazion
Aashes/floaters in vision
tired eyes

endocrine
thyroid
other glands

No

Yes
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Ears, Nose, Mouth, Threat

Allergics/hayfever

Sinus congestion

Runny nose

Post- nasal drip

Chronic cough

Dry throat/mouth
Respiratory

Asthma

Chronic bronchitis

Emphysema
Vascular/cardiovascalar

Diabetes

Heart pain

High blood pressure

Vascular disease
Gastrointestinal

Diarrhea

Constipation
Genitourinary

Kidneyv/bladder
Bones/joints/muscles

Rheumatoid arthritis

Muscle pain

Joint pain
Lymphatic/hematelogic

Anemia

Bleeding problems
Allergic/immunelogic
Psychiatric

No

¥
i
U

If you answered yes to any of the above or have a condition no listed. please explain and list medications:

Yes
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