Medical History Questionnaire

Py
7/

Name: ' Today's Date:
Address: . -Phone:

_ i 5-4.{;_.‘_ W‘dffk'_'-;ﬁhone:,_ _
Guardian (If Applicable): ik bccijpat‘ipn:f”' =
Email I - Preferred Language:
Birth Date: Social Security #: o ; : Raéé/Ethrnicity:

Date of Last Medical Exam:

Gender: Date of Last Eye Exam:

Name of Medical Doctor:

o Dr.’s Phone:

Medical History
Do you have any allergies to medications? O no

O drooping eyelid O prominent eyes
O cataracts eye infections [ eye injury

Are you pregnant or nursing? O no Ovyes o i
b P
-old is.your present pair of lenses?

RN

Do you wear glasses? Ono Ovyes

~,

o

Do you wear contact lenses? ([ no Ovyes If yes, ho

Type of contact lenses: (O Rigid Soft (O Extended Wear, ] Are they comfortable? Ovyes (Ono
P

LI
Family History: note any family history (parents, grandpa"i;éfntsq
¥,
Disease/Condition No Yes ? Relationship To You ™.\ Disease/Condition No Yes ? Relationship To You

Blindness.......ccoceurennes o aa o a
Cataract ......ccceceveenenee oo a g o
Crossed Eyes.....ccevveens O aa O 0
Glaucoma......cccevenne o 00 - 0o a
Macular i a o
Degeneration ......... 0o oo ao
orbisesse0 O O 0o
AVERIIES v 0o o | Other:

% Please Turn This Form Over & Complete Side Two *



Social History: This information is kept strictly confidential. You may discuss this portion directly with the doctor if you prefer.

O Yes, | would prefer to discuss my Social History information directly with my doctor. (Check box)

Doyoudrive? Ono Oyes Ifyes, doyou have visual difficulty when driving? Ono  Ovyes If yes, please describe:

Do you use tobacco products? Ono Oyes If yes, type/amount/how long:

Do you drink alcohol? Ono Oyes Ifyes, type/amount/how long:

Do you use illegal drugs? Ono DOyes Ifyes, type/amount/how long:

Have you ever been exposed to or infected with: (0 Gonorrhea (3 Hepatitis O HIV 0O Syphilis

Review of Systems: Do you currently, or have you ever had any problems in the following areas?

System NO YES ? System NO YES ?
Constitutional Ears, Nose, Mouth, Throat
Fever, Weight Loss/Gain.............. a (] [} Allergies/Hay Fever..........ccc.c..... m) a (m)
Integumentary (SKin) ......ccoecvereeennee m) [m) O Sinus Congestion.......coeeceeeeveceenns 0O a ()
Neurological Runny NOSe......ccovmvervvernsnnnenes a a a
Headaches.........cceevererreerrerennnens 0O o o Post-Nasal Drip ........cccriuiniencnnens o O o
MigFaINeS ....ccvvvrerrerrreesaresrsnseens o o o Chronic Cough......cocurevrnmennnee. o o o
SEIZUTES ....ceveeceeeereereeressnnsaneans O o O Dry Throat/Mouth.............cccun..... o o o
Eyes Respiratory
LOSS Of ViSION....ueerereemecerercanranene 0O o O Asthma....iciiiniiinens o o a4
BlUrred ViSioN.......evecveruereecsennnes 0o o o Chronic Bronchitis...........ccuuce.. o o o
Distorted Vision/Halos................. a a ) Emphysema.......c.ccecevverenirnenienns ) O a
Loss of Side Vision ...........even.... 0o o o Vascular / Cardiovascular
DOUDIE ViSION o.vvvevreeieneenresensnnens =) 0 a Diabetes ......ccovveviinviiniiiiiiiiiannns () a O
DIYNESS..counrverrreirrisesesssssssssnsans a a a Heart Pain .....ocoeeeevvcncneeceecvennens a a )
Mucous Discharge........co.evvenenee O o o High Blood Pressure.........c.c....... o o a4
REANESS o.oeeeeeeeeeeeeeereeeeseresrenssenns ] m) 0 Vascular DiSease ........ceereeeerernces ) O a
Sandy or Gritty Feeling................ 0o o o Gastrointestinal
110 1117 0O 0O O Diarrhea .....cuveeeievcrncncininnns o 0O O
171011 SO 0O g ad Constipation.........ccoeeeevesirinnnnne o a a
Foreign Body Sensation............... 0O o o Genitourinau:y
Excess Tea[ing/Watering ............ (m) a 0 Genitals/Kldney/Bladder ............. a (m) O
Glare/Light Sensitivity ................. o o a Bones / Joints / Muscles
Eye Pain Or SOreness ............oeeuu.. a a 0 Rheumatoid Arthritis .................. a O 0
Chronic Infection, Eye or Lid ....... a a 0 M}lscle ‘Pain ................................. ) a )
Sties or Chalazion ............eueveeee. o a o Joint P?'" ------------ o o o
Flashes/Floaters in Vision ........... 0o o o Lymphatic / Hematologic
Tired EYeS .e.veveereeceiereeivesnsnene a a a ANCMIA.cverererrerrecerreenreeereenseeenens () ) a
Endocrine Bleeding Problems....................... O m) a
Thyroid/Other Glands ................. 0o o o Allergic / Immunologic................... o o ad
Psychiatric......ccocevininncccncncnncncn. () O O

If you answered YES to any of the above or have a condition not listed, please explain and list medications:

Doctor’s Signature Date
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