Patient: __________________________ Address ____________________________________Date: __________ 

Occupation/Retired? __________________Do you Smoke? ____ Do you drink Alcohol? ____ Do you drive?___ 

Are you having any eye problems? Please list: ______________________________________________

Do these diseases run in your immediate family? (mother, father, brother, or sister)




Yes 
No
Relationship



Yes 
No 
Relationship

Glaucoma

  ⁫
 ⁫
________________
Cataracts
  ⁫
 ⁫
_________________

Crossed/Lazy Eye
  ⁫
 ⁫
________________
Diabetes
  ⁫
 ⁫
_________________

Retina Disease

  ⁫
 ⁫
________________
Other

  ⁫
 ⁫
_________________

Have you ever had the following eye diseases or conditions?

Yes 
No



Yes 
No

Cataracts


  ⁫
 ⁫
Glaucoma

  ⁫
 ⁫
If yes, using drops?   ______


Retina Disease


  ⁫
 ⁫
Crossed/Lazy Eye
  ⁫
 ⁫
When ________ Eye ______

Long Term Steroid Use
  ⁫
 ⁫
Trauma/Injury

  ⁫
 ⁫







Glasses/Contacts
  ⁫
 ⁫

Do you currently have any of the following problems?

 



   Yes   No





          Yes  No


Weight loss, Fever



    ⁫
⁫
Ear/Nose/Throat/Hearing Loss/Sinus/other
⁫    ⁫

Chest Pain, Irregular Beat


    ⁫
⁫
Rashes, Excessive

 

⁫    ⁫

Heartburn, Abdominal Pain


    ⁫
⁫
Diabetes, Thyroid condition 


⁫    ⁫

Shortness of Breath, Wheezing

    ⁫
⁫
Joint or Muscle Aches



⁫    ⁫

Numbness, Headaches


    ⁫
⁫
Depression, Anxiety



⁫    ⁫

Painful or Bloody Urination


    ⁫
⁫
Excessive Bleeding or Bruising

⁫    ⁫

XXXXXXXXXXXXXXXXX  OFFICE USE ONLY BELOW THIS LINE     XXXXXXXXXXXXXXXXX

Referring Doctor________________  Primary MD_________________  OD _______________________

PMH    Diabetes  HTN    COPD   Sleep Apnea   Asthma   Cancer   Arthritis  Other_______________________

_________________________________________________________________________________________

PSH    Type of surgery & date
    Type of surgery & date

    Type of surgery and date

______________________      _______________________
________________________

            ______________________      _______________________            ________________________ 

POSH    _____________________      _______________________            ________________________


   _____________________      _______________________            ________________________

Allergies: _________________________________________________________________________________

Medications:______________________
__________________________
________________________


        _______________________
_________________________          ________________________


        _______________________
__________________________
________________________


        _______________________
__________________________
________________________

Updated on:
_________________, ___________________, ____________________, __________________

Physicians Signature: ___________________________ Date: ___________________ Tech Initials:_________

4/08

