MEDICAL HISTORY
Date: __________
Name: ____________________________________     Chart Number: ______
EYE HISTORY

Please circle YES or NO to the following questions.



Y
N
1) Have you had any eye surgery? If yes, please mark surgery below.







Year

Right

Left              Surgeon


 Glaucoma Surgery

          _____

____

____             ________
 Cataract Surgery 

          _____

____

____
________
 Retina Surgery

          _____

____

____

________
 Laser Surgery

          _____

____

____
________
 Eyelid Surgery

          _____

____

____​

________
 Corneal Transplant

          _____

____

____

________
 Lasik/PRK/RK/CK

          _____

____

____
________
 Eye Muscle Surgery
          _____

____

____
________


 Other Eye Surgery________________________________________________________
Please circle YES or NO if you have been diagnosed with any of the following eye conditions:

Y
N
Glaucoma




Y
N
Strabismus (eye turn)

Y
N
Cataract               



Y
N
Amblyopia (lazy eye)

Y
N
Macular Degeneration



Y
N
Diabetic Eye Disease
Y
N
Eye Injury




Y
N
Dry Eye

Y
N
Retinal Disease               


Y
N
Corneal Disease

Y
N
Blindness             





Y
N
2) Have you ever worn glasses? ____________ 



     If yes, how old are the glasses? ______________
Y
N
3) Have you ever worn contact lenses? _____________


         How old is the pair you are currently wearing? ________


         Soft _____     Gas Permeable/Hard ______
                                 How often do you sleep in them? _________
                         4) How many hours do you use a computer daily? ________________

FAMILY HISTORY
Please mark YES or NO if any blood relative have or had the following conditions and specify which relative had this condition: (Mother, Father, Grandparent, Sibling, etc.)
Y
N
Glaucoma



Y
N
Cataract           



Y
N
Macular Degeneration


Y
N
Eye Injury        



Y
N
Retinal Disease


Y
N
Blindness         



Y
N
Strabismus



Y
N
Amblyopia        



Y
N      Diabetes

Y
N      Cancer
Y
N      Heart Disease
GENERAL MEDICAL INFORMATION
Please mark YES or NO if you have been diagnosed with any of the following medical conditions:
Y
N
Diabetes


If yes, how long? _______________    Last BS: _________   Date Taken: _________


Last HbA1C: ____________   Date Taken: ___________
Y
N
Cardiovascular (High blood pressure, stroke, aneurysm, high cholesterol, heart attack)

Y
N
Ear/Nose/Throat Problems (Hearing, sinus, earache, dry mouth, etc.)

Y
N
Respiratory (Asthma, COPD, Tuberculosis, etc.)

Y
N
Gastrointestinal (Heart burn, indigestion,jaundice, etc.) 

Y
N
Bladder/Kidney/Genital (Urination, impotence, kidney failure, kidney stones etc.)

Y
N
Muscle/Bone/Joints (Arthritis, carpal tunnel syndrome, etc.)

Y
N
Skin Disorders (Skin cancer, psoriasis, eczema, lupus, etc.)

Y
N
Neurological Disorders (Seizures, migraines, Palsies, etc.)

Y
N
Psychiatric (Depression, anxiety, etc.)

Y
N
Endocrine (Hypothyroid, hyperthyroid, non-insulin dependent diabetes, etc.)

Y
N
Blood/Lymphatic (Anemia, Hepatitis, HIV, bleeding, etc.)

Y
N
Allergic/Immunologic (Anaphylaxis, allergic rhinitis, hives, etc.)

SURGICAL HISTORY
 Date                                                                          Type of Surgery
____________
                  ______________________________

____________
                  ______________________________

____________
                  ______________________________

ALLERGIES (including medications)
Are you allergic to:
 Tape?
Y
N
Iodine?
 Y
N
Latex? Y
N
Are you allergic to any medications?         Y       N
( List Below)
List Medication Name
      Type of RX

__________________________________                  _____________________

__________________________________
                  _____________________

__________________________________
_____________________

SOCIAL HISTORY
Do you use tobacco products? 
Y
N      Frequency: __________      
Do you drink alcohol?


Y
N      Frequency: __________
Do you use recreational drugs?
Y
N
 Frequency: __________
If pregnant, what is your due date? ___________________________

VITALS

Weight: _________                Height: _________
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