
Name___________________________M/F Account #____________ Date______________ 
Family Dr__________________________ Referred by_____________________________ 
Occupation_________________________ (name of doctor, family member, friend,etc) 
Hobbies____________________________ 
 
                   Medical History                           Eye History
 
          Self       Family  ‪No problems    ‪ Glasses  ‪Contacts 
‪ Healthy, no problems                      Self    Family  
Diabetes _____years     ‪            ‪  Cataracts       ‪         ‪ 
        Circle one:  Insulin / pills /diet   Glaucoma       ‪         ‪  
High Blood Pressure     ‪      ‪  Crossed/Lazy EyeS      ‪         ‪ 
Heart Attack/Failure     ‪            ‪  Macular Degeneratiom      ‪         ‪ 
Slow / Irregular heartbeat    ‪            ‪  Trauma/Injury       ‪         ‪ 
Pacemaker /prosthetic valve          ‪      ‪  Retinal Detachment            ‪         ‪ 
Asthma or Emphysema     ‪      ‪  Diabetic Eyes       ‪         ‪ 
Sinus Problems/Pneumonia           ‪            ‪  Keratoconus       ‪         ‪ 
Liver / Kidney Disease     ‪            ‪    Other: _________________________ 
Kidney Stones      ‪            ‪  _______________________________ 
Intestinal Disease     ‪            ‪                   ________________ 
Thyroid Disorder                 ‪            ‪  
Depression                  ‪      ‪      
Anemia / bleeding disorder    ‪            ‪   This section for office use only 
Sickle Cell                  ‪            ‪   
Migraine Headaches                 ‪            ‪                  Ocular Problem List     Date Dx/Resolved 
Rheumatoid Arthritis / Lupus        ‪            ‪ 
High Cholesterol                            ‪            ‪  ________________________________ 
Other: ________________________________  ________________________________ 
______________________________________  ________________________________ 
______________________________________  ________________________________ 
______________________________________  ________________________________ 
Surgeries/Hospitalizations: None      ________________________________ 
______________________________________  ________________________________ 
______________________________________  ________________________________ 
______________________________________  ________________________________ 
______________________________________  ________________________________ 
______________________________________ 
Allergies/Intolerances:     None      ‪     Eye Surgeries         Date/Surgeon 
______________________________________    
______________________________________                   OD             OS 
Medicines:     None   Please provide list if available ____________________________________ 
___________________________________________ ____________________________________ 
___________________________________________ ____________________________________ 
___________________________________________ ____________________________________ 
_______________________________________  ________________________________ 
_______________________________________              ________________________________ 
______________________________________  
 

Please turn over and complete other side of this form 



 
 
 

 
 
 
 
 


