Name M/F Account # Date

Family Dr Referred by
Occupation (name of doctor, family member, friend,etc)
Hobbies
Medical History Eye History
Self  Family [INo problems [1 Glasses [1Contacts

[J Healthy, no problems Self Family
Diabetes years L O Cataracts L N

Circle one: Insulin / pills /diet Glaucoma O 0
High Blood Pressure [ [] Crossed/Lazy EyeS [] [
Heart Attack/Failure 0 O Macular Degeneratiom O 0
Slow / Irregular heartbeat O O Trauma/Injury O N
Pacemaker /prosthetic valve O [ Retinal Detachment [] [
Asthma or Emphysema [ [ Diabetic Eyes [ [
Sinus Problems/Pneumonia U 0 Keratoconus H 0
Liver / Kidney Disease O O Other:
Kidney Stones [ O
Intestinal Disease U O
Thyroid Disorder 0 0
Depression O [
Anemia / bleeding disorder 0 O This section for office use only
Sickle Cell 0 0
Migraine Headaches 0 N Ocular Problem List Date Dx/Resolved
Rheumatoid Arthritis / Lupus 0 0
High Cholesterol O O
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



Do you currently have any of the following eye-related problems?

O glare, light scatter {1 watery eyes O dry eyes O eye itch or red
0 eye burn, sting 0 eyes feel sandy, gritty
Do you have difficulty seeing: 0 in bright sunlight O driving atnight O driving in daylight
O to read clearly 0O watching t.v. O street signs clearly

0 None of the above

Do you currently have any of the following problems:

Yes No If Yes, please explain:
Chronic fever, unexpected weight loss/ gain, fatigue o o
Ear/nose/ throat problems (e.g. hearing loss, sinus problems, sore throat) [ o
Heart problems (e.g. chest pain, irregular heart beat) o o
Respiratory problems (shortness of breath, wheezing, coughing) o o -
Gastrointestinal problems (e.g. heartburn, abdominal pain, diarrhea, vomiting) 1 [
Urinary problems (e.g. pain or discomfort, blood in urine) o O o
Skin problems (e.g. rashes, excessive dryness) [H] [§] R
Musculoskeletal problems (e.g. muscle aches, joint pain, swollen joints) o o
Neurologic problems (e.g. numbness, weakness, headaches, paralysis) o 0O
Psychiatric problems (e.g. depression, anxiety) o o
Doyousmoke? Y / N  How much? # packs perday OR [ less than one pack per day
drink? Y / N  How much? # drinks per week OR [ on rare occasions

*Please turn over and complete other side of form



