MEDICAL HISTORY QUESTIONNAIRE ~ PLEASE FILL OUT BOTH SIDES

Name: _ o - Date: - o
Date of birth: " - s P Date of last eye exand: .
List any medicatimlml_you carrently take (preseription and over-thecounter): - -

Do you have allergies to .any medications? YES NO'  IFYES, list the medicationse. i
List all major-mne.ss'u (glaucoma, diabetes, high blood pressure, heart attack, etc.) Or injuries (concussion, etc):

List any surgeries you have had (cataract, tonsillectony, appendectonty):

—~

Do you currently have sy problems in the fo]lov'ving arcas? If “YES™, please prdvidc information.

| o YES -| NO Explanation of Problem

Loss of vision - ST

Blurred vision | ' .

Fluctmating vision

Distorted vision (lmlos)

Loss of side viston

Double viston

Dryness

Mucous discharge:

- Redness

Sandy or pritty fecling® . - . . f

— T :

B

Forcign body semsation =~~~ " "

Excess tearingfwatering -

‘| Glare/light sensitivity

Eye pain or soreness

Infection of eye or lid (blepharitis, styc) -

Tired eyes.

Crossed eyes, lazy eye |

Drooping cvelid

GENERAL/CONSTITUTIONAL

Fever

‘Weight loss

Other

Ears, Nose, Throat (Sinus, car infection; etc))

ovVepr




CARDIOVASCULAR (Heart, vessels, cic.)

- INO

.l

Explanation of Problem

disease, etc.)

ﬁASTKD]N‘I’ES’I’!NKIT(StUmachﬁlcmmMM :

RESPIRATORY (Astimm, emphysera, ctrz)

GENITAL, KIDNEY, BLADDER

MUSCLES, BONES, JOINTS (Arthritis, ctc.)

'| SKIN (Acne, wirts, skin cancer, ctc.)

NEUROLOGICAL (Multiple sclerosis, etc.)

| PSYCHIAYRIC (Anxiety, depression, insomnia)

ENDOCRINE (Diabetes, hypothyroid, etc.)

ALLERGIC/IMMUNOLOGIC (Hay fever, lupns, -
Sjogrens, efc.)

BLOOD/LYMPH (chalesterolemiz, anemia, ctr.)

i

FAMILY HISTORY M =mother -

S = sibling

" GR = grandparent

DISEASE

NO

RELATIONSHI? TO FPATIENT

Blindness

Glaocoma

Arthritis

Cancer

Diabetes

Heart discase or high blood prﬁ.-mn:

Kldn:ydzscasc

Lupus

Stroke

Thyroid disease

| Other s

e -
¥

Current occupation:

SOCIAL HISTORY

Education (high school, vocational school: college dr.gml:)

Marital Status (marded, jirvurccd, single; widowed):

Do you drive?

YES

"NO

Do you have visusal dlﬁicuhy when dnvmg?

YES

NO

Do you have problems with night vision?

YES

NO

Have you ever tried to.wear _contact lenses? -

YES

- NO

K YES, how long have you worm contact Jenses?

Do you currently wear gla'sscs?

YES NO

If YES, how long have you had the current prescription?

| Do you dnnk alcohol?

YES NO

IYES: occasional lpsrday  2-3/day

4+ / dny

Do you smoke? ‘YES NO

IfYES: -occasional - Y pack/day 1 pack/day

1+pack

Have you ever had 2 blood transfusion?

YES NO

History reviewed. No Chenges

Additions as noted above

Physieian’s Sipnamre:

Date? :




