


Medical History

REFERRED BY: PHONE:

FAMILY DOCTOR: PHONE:

DATEOF LASTEYEEXAM: _ / / BY DR.

LIST ANY MEDICATIONS YOU CURRENTLY TAKE INCLUDING OVER THE COUNTER:

LIST ANY ALLERGIES TO MEDICINE:

LIST ANY PREVIOUS SURGERIES OR INJURIES:

DO YOU HAVE:

___ HIGH BLOOD PRESSURE ____ CATARACTS ___ LAZYEYE ____ DIABETES
____MACULAR DEG. ____ BLINDEYE __ _GLAUCOMA ___ STROKE
___ SEIZURES ____CROSSEDEYE ____ HEART ATTACK

____CANCER what type?

DO YOU WEAR CONTACT LENSES? SOFT GASPERM  HARD

FAMILY HISTORY:

____ GLAUCOMA who? ____ CATARACTS who?

____ RETINAL DISEASE who? ____ DIABETES who?

SOCIAL HISTORY:

DO YOU DRINK? YES NO HOW MUCH?
DO YOU SMOKE? YES NO HOW MUCH?

DO YOU CURRENTLY HAVE ANY PROBLEMS IN THE FOLLOWING AREAS?
YES | NO DETAILS
General Health

Ears, nose or throat

Cardiovascular

Gastrointestinal

Genital, Kidney, Bladder

Females, are you pregnant or nursing?

Muscles, Bones, Joints

Skin

Neurological

Psychiatric

Endocrine

Blood/Lymph

Allergic/Immunologic




