PATIENT HISTORY RECORD

DATE (MM/DD/YY). TREFERREDBY ~ BIRTHDAIE

PATIENT NAME _ SEX  AGE

Please answer the followmg questmns about your medical status and h:story

1. Have you ever been treated for any medical conditions (e g, dlabetes, lngh blood pressure arﬂmtm, ete.)
Yes___ No____ If YES, please explain::

2.  Have you ever had any eye disease (e.g., glaucoma, caizract, wandermg or ‘lazy eye, retmal detachmcut}?
Yes  No___ IfYES, please explam P PP, R Y.

3. Have you ever or had any surgery: - . .
Yes _ No___ IfYes,please pmwde date and reason

4. Have you ever been hOSplfallZGd? L _ .
Yes_ No_. If YES please prowde date and reason e o ; ' —

5. Do you take any medications?
Yes .. No___ HYES, please hst
Do you ‘ou take any eye medications?
Yes _ No__ if YES, please list:
6. Do you have any drug or food allergies?
Yes_  No.  HYES, please list: _

Review of Systems ~ Please circle Yes / No If Yes, please explain:
- Do you currently have any of the following problems: ' B

Chronic fever, unexpected weight loss/gain, fat:gue YorN
Ear/nose/throat problems (c.g., ‘hearing loss, sinus problems sore throat) Y orN

Heart problems (e.g., chest pam irregular heart beat) YorN__
Respiratory problems (e.g., shormass of ‘breath, wheeézing, coughmg) Yor N

Gastrointestinal problems (e.g., heartburn, a_bdnm“LaI pam‘, diarrhea, vomr__r.mg) YorN

Urinary problems (e.g. pain or discomfort, blood in urine) YorN.
Skin problems (e.g., rashes, excessive dryness) Y or N
Musculloskeletal problems (e.g:, muscle aches, _]Olllt pain, swollen Jomts} Y or N

Nem‘o]oglc problems (e.g., numbness, weakness, h@adaches, paralysm) Y orN

PsychmMc: problems (e.g., dcprcssmn, anxlety) Y or N
' Family and Social History:
Do any medical or eye diseases run in your family (e.g., dlabetes ]:ugh blood pressure, cancer glaucoma macu]ar

generation) Yes .No _ - If YES, please oxplam S |

Do you smoke? If yes, how much ___ Drink alechol? If yes, how much
~ If employed, how many hours per week do you work? ' .

Comments

MD. Signature ' . Date



