
Glacoma Y N

Cataracts Y N

Eye Injury Y N

Poor Night Vision Y N

Lazy Eye Y N

Eye Pain Y N

Blurred Vision Y N

Decreased Vision Y N

Flashes of Light Y N

Glare: Day or Night Y N

Halos: Day or Night Y N

Light Sensitivity Y N

Redness Y N

Itching Y N

Burning Y N

Dryness Y N

Discharge Y N

Drooping Eyelid Y N

Crusting on Eyelid Y N

Floating dark spots on eyes Y N

Sandy/gritty sensation Y N

Foreign body sensation Y N

Retinal tear or detachment Y N

Other

MEDICAL HEALTH HISTORY

ARE YOU CURRENTLY BEING TREATED FOR ANY OF THE FOLLOWING?

cardio vascular disease diabetes high blood pressure

rheumatoid arthritis stroke other

LIST ALL SURGICAL PROCEDURES YOU HAVE HAD

LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING

LIST ALL KNOWN DRUG ALLERGIES

PATIENT HEALTH HISTORY

PATIENT NAME DATE

EYE HEALTH HISTORY

NAME OF EYE DOCTOR PHONE

DO YOU CURRENTLY WEAR glasses contacts how long yrs neither

DO YOU HAVE VISUAL DIFFICULTY WHEN READING? Y N

DO YOU HAVE VISUAL DIFFICULTY WHEN DRIVING? Y N

HAVE YOU EVER HAD EYE SURGERY? Y N

If yes-please describe

HAVE YOU EVER HAD ANY OF THE FOLLOWING EYE CONDITIONS? (circle yes or no)

SOCIAL HISTORY

DO YOU SMOKE? Y N Frequency

DO YOU DRINK ALCOHOL? Y N Frequency

DO YOU USE DRUGS? Y N Frequency



MEDICAL HEALTH HISTORY (continued)

CONSTITUTIONAL Y N
(fever, weight loss, other)

EYES Y N
(glaucoma, cataract, lazy eye, retina problems, other)

EAR/NOSE/MOUTH/THROAT Y N
(hearing loss, sinus problems, sore throat)

CARDIOVASCULAR Y N
(heart problems, chest pain, irregular heart beat)

RESPIRATORY Y N
(asthma, shortness of breath, wheezing, coughing)

GASTROINTESTINAL Y N
(heartburn, abdominal pain, diarrhea, vomiting)

GENITOURINARY Y N
(urinary problems, blood in urine)

INTEGUMENTARY Y N
(skin rashes, excessive dryness)

BREAST CANCER Y N

MUSCULOSKELETAL Y N
(muscle aches, joint pain, swollen joints)

NEUROLOGICAL Y N
(numbness, weakness, headaches, pralysis)

HEMOTOLOGIC/LYMPHATIC Y N
(blood disorders, leukemia)

ALLERGIC/IMMUNOLOGIC Y N
(hay fever, allergies)

ENDOCRINE Y N
(thyroid problems)

PSYCHIATRIC Y N
(depression, anxiety)

DO YOU HAVE ANY OTHER HEALTH PROBLEMS
NOT PREVIOUSLY ADDRESSED? Y N
If yes, please explain

FAMILY MEDICAL HISTORY

HAVE YOUR MOTHER, FATHER, BROTHER(S), SISTER(S), OR CHILDREN HAD OR NOW HAVE ANY OF THE FOLLOWING:

Birth Defects Y N Relation

Cancer Y N Relation

Cataracts Y N Relation

Diabetes Y N Relation

Glaucoma Y N Relation

Heart Disease Y N Relation

High Blood Pressure Y N Relation

Lazy Eye Y N Relation

Macular Degeneration Y N Relation

Seizure Disorder Y N Relation

PATIENT SIGNATURE/RESPONSIBLE PARTY DATE


