ALPINE VISION
I B

Medical History and Review

Last Eye Exam Do you currently wear glasses? Q1 Yes U No What kind?
Last Physical Exam Do you currently wear contacts? U Yes 1 No What kind?
If you are DIABETIC, which type? U Type 1 U Type 2 Most Recent A1C Test Results and Date
If you smoke TOBACCO, how many packs per day? If you drink ALCOHOL, how many glasses per day?

Have you recently been, could you currently be, or do you plan on becoming PREGNANT? O Yes O No Trimester? ___

Please indicate any medical condition(s) with which you or a blood relative have been diagnosed.
Indicate the relationship between you and the blood relative.
F=Father, M=Mother, S=Sibling, PGP=Paternal Grandparent, MGP=Maternal Grandparent

Self Blood Relative Self Blood Relative
Ocular History S F M S PGP MGP Immunologic History S F M S PGP MGP
Blindness Qa a o o a a AIDS/HIV Positive Q a a o a a
Cataracts Qa [ [ 4 4 Sjogren’s Syndrome Qa a o Q a a
Color Blindness a a o a EI d Other: a g o o o d
Flashes/Floaters a a o o4 d d Integumentary History
Glaucoma Qa [ [ 4 4 Lupus Qa a o Q a a
Macular Degeneration a I I a a Rosacea a g O 0 a a
Other: a a a o a a Other: a a a o a a
Cardiovascular History Musculoskeletal History
Heart Attack a a o a EI d Arthritis a [ [ | o d
Heart Disease a a o a EI d Myasthenia Gravis a g o o a EI
High Blood Pressure a I I a a Rheumatoid Arthritis a g O 0 a a
High Cholesterol a I I a a Other: a g O 0 a a
Stroke a a o a EI d Neurological History
Other: a a a o a a Bell’s Palsy Q [ I a a
Constitutional History Epilepsy a g O 0 a a
Car Sickness a a a o a a Heachache Q [ I a a
Dizziness a [ [ M a Migraine a a o Qa a a
Other: 4 [ [ a a Multiple Sclerosis Qa a o Q a a
Endocrine History Other: a a a o a a
Diabetes a a o o4 d d Psychiatric History
Hepatitis a a o a EI d Alzheimer’s Disease a g o o a EI
Thyroid Disorder a a o a EI d Attention Deficit Disorder g o o a EI
Other: a a a o a a Other: a a a o a a
Hospitalizations and Surgeries - (Any that may influence on your eye health) Date

Allergies - (Prescription and over-the-counter medications, Vitamins, Supplements, Seasonal, Other)

Current Medications - (Prescription and over-the-counter medications, Vitamins, Supplements, and Eye Drops)

Patient or Responsible Party’s SIGNATURE Today’s Date

Patient or Responsible Party’s PRINTED NAME Patient’s Date of Birth



