Name:

MEDICAL HISTORY

Spouse:

Primary Care Physician:

Child’s Parent or Guardian:

How did you hear about our office?

DO YOU WEAR CONTACTS? Y/N Brand:

WHEN AND WHERE WAS YOUR LAST EYE EXAM?

GLASSES? Y/N Updated:

Race: ___ White American Indian or Alaskan Native Asian ___ Black or African American
Native Hawaiian or Other Pacific Islander Other Race Unknown
Ethnicity: Hispanic or Latino ___ Not Hispanic or Latino

Current Medications: (Rx and Over the Counter) or present list

Name

Frequency

PERSONAL HISTORY/REVIEW OF SYSTEMS (CHECK ALL THAT APPLY)

EYES

O Amblyopia

O cataract

|:|Dry Eye

OGlaucoma

Oinjury

Clkeratoconus
OMacular degeneration
O Nystagmus
Opatching

CIRretinal degeneration/hole
[CJRetinal detachment
O strabismus

Osurgery

CONSTITUTION

Ocancer

Opevelopmental disabilities
OFratigue syndrome

NERVOUS SYSTEM
Olcerebral palsy
Olepilepsy
OMmigraine/Headache
OMultiple sclerosis
CIstroke/cVA
OTumor

CARDIOVASCULAR
Ocongestive heart failure
ClHeart Disease

OlHigh Blood Pressure
Cstroke

Clvascular disease

RESPIRATORY
OAsthma
OIBronchitis
Ochronic Obstruction
OEmphysema
Osleep Apnea

OVER

Allergies (Medical and other):

MUSCULO-SKELETAL
OAnkylosing Spondylitis
OArthritis
Oribromyalgia

OGout

Oosteoarthritis
Olosteoporosis

INTEGUMENTARY (SKIN)
OEczema

OHerpes simplex/cold sore
OHerpes zoster/shingles
Opsoriasis

ORosacea

ENDOCRINE

OHormonal dysfunction
OThyroid dysfunction
OType 1 diabetes mellitus
OType 2 diabetes mellitus
Last A1C




EARS/NOSE/THROAT
CIbry Mouth
OHearing Loss
Osinusitis

GENITOURINARY (GU)
OBenign Prostate hypertrophy
Ochlamydia

OHerpes

Oprostate disease

Are you nursing ? Y/N Are you pregnant? Y/N Due Date:

OTHER MEDICAL CONDITIONS:

GASTROINSTESTINAL (Gl)
CJAcid reflux

Clceliac disease

Ccolitis

CIcrohn’s disease
ClUlcer

HEMATOLOGICAL(Blood/Lymph)
OAnemia

OHigh cholesterol

OLarge volume blood loss

PSYCHIATRIC
ClAnxiety disorder
Ol Attention deficit
OBipolar disorder
Obepression

ALLERGY/IMMUNOLOGIC
OLupus

CRheumatoid arthritis
Osjogren’s syndrome

Do you Drive? Y/ N
Do you consume alcohol? Y/ N

Do you smoke or vape? Current / Former / Never

FAMILY MEDICAL AND OCULAR HISTORY: (CHECK ALL THAT APPLY)

MOTHER FATHER SISTER

BROTHER DAUGHTER

SON

DIABETES

HYPERTENSION

THYROID

CANCER

MACULAR DEGENERATION

GLAUCOMA

OTHER




