uestionnaire

Medical History Q

Name: Today’s Date: / /

Address: Phone:

City: Work Phone:

-

Guardian (If Applicable):

Qccupanon
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Name of Medical Doctor:

Last Mechcal Exam: / /

Your Email Address .. 1
Medical History = —

Do you have any allergies to medications? [} no

eye infections or eye injury:

Are you pregnant and/or nursing? [ no [yes

Do you wear glasses? Jdno [yes lenses?

lenses?

Do you wear contact lenses? Tno (dyes If yes .% i
Type of contact lenses: [J Rigid [ Soft H Extended

Are they comfortabler [yes [Ono

Family History

....................................

; living or deceased) for the following conditions:

DISEASE/CONDITION NO YES v RELATIONSHIP TO YOU

Blindness
Cataract

Crossed Eyes

Glaucoma

Macular Degeneration
Retinal Detachment/Disease
Arthritis

Cancer
Diabetes

Heart Disease
High Blood Pressure
Kidney Disease

Lupus
Thyroid Disease
Other
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X Please turn this form over and complete side two %




Social HlStOl'y This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer.
1 Yes, I would prefer to discuss my Social History information directly with my doctor. (Check box)

Do you drive? [ no [yes If yes, do you have visual difficulty when driving? no yes If yes, please describe:

Do you use tobacco products? [ no lyes If yes, type/amount/how long:

Do you drink alcohol? O no yes If yes, type/amount/how long:

Do you use illegal drugs? (dno [yes If yes, type/amount/how long:
Have you ever been exposed to or infected with: [ Gonorrthea [ Hepatitis [ HIV [ Syphilis

Review of Systems

Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES °? NO YES 4
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT
Fever, Weight Loss/Gain ] ] 7] Allergies/Hay Fever ] 3 ]
INTEGUMENTARY (Skin) = D= T Sinus Congestion = = B
NEUROLOGICAL Runny Nose ] n W
Headaches u =] =] Post-Nasal Drip ] ] ]
Migraines - o 5 Chronic Cough ] 7 1
Seizutes m ® ™ Di‘y' Thl’Oﬂt/MOllth ] m =
EVES RESPIRATORY
[Loss of Vision . L4l m Pfsthm_a o ] ] ]
Blurred Vision w 70 (ﬁhmﬁ“ Bronchitis g ;’ g
Distorted Vision/Halos o . ] RPLYSEIR
[.oss of Side Vision ] ] ] VASCULA.R / CARDIOVASCULAR
Dionble Vision = = = SE—— g o o
Deyniess - - - Hf:‘:ﬂi‘t Pain 3 ] ]
Mucous Discharge ] ] ] High BIOOd. A ) - 2
Vascular Disease ] ] "
Redness - - ] GASTROINTESTINAL
Sandy or Gritty Feeling ] 5. N T - - -
teching 2 - = Constipation 1 ] .
Burning ] J O GENITOURINARY
Foreign Body Sensation ] ] m Genitals/Kidney/Bladder m 1 ]
pxcess Tﬁiﬂi‘iﬂg/WHt@l‘iﬁg ] W ] BONES / ]OINTS / MUSCLES
Glare/Light Sensitivity 0 J O Rheumatoid Arthritis ) 9 0
Fye Pain or Soreness 3 ] ] Arerin Piie -] g -
Chronic Infection of Eye or Lid O m ] Joint Pain B - -
Sties or Chalazion n n ] LYMPHATIC / HEMATOLOGIC
Flashes/Floaters 1n Vision m ] 7 Afiermia -] ] -]
ENDOCE??EE}TQS ] J ] Bleeding Problems 1 Wi ]
ALLERGIC / IMMUNOLOGIC ] = o,
Thyroid/Other Glands m ] ] PSYCHIAT R/IC ] ] o

If you answered YES to any of the above or have a condition not listed, please explain & list medications:

Doctor’s Signature - Date
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