
MEDICAL HISTORY

Name Date

Date of Birth Date of lsst eye exam

List any medicrtions you cunently take (Rx and over-the-counter):

Do you have allergics to any medications? yES NO
If YES, list the medications:

List all major illnesses (glaucoma' diabetes, high blood pressure, heart attaclq etc.) or injuries (concussion, etc.);

List any sungcries you have had

additional information.

GENERAL / CONSTITUTIONAL (fever, heat

EARS, NOSE, THROAT (hard of hearing, $ury

CARDIOVASCULAR (high BP, racins pulse, etc.
RESPIRATORY (congestion, wheezing, short of

GASTROINTESTINAL (stomach upset, diarrhe4

GENITAL, KIDNEY, BII\DDER (paintul urination,

MUSCLES, BONES, JOINTS (ioint pain, stiffiress,

NEUROLOGICAL (numbness, headache, seizures,

BLOOD / LYMPH (bleeding cholesterolemi4 anemia,
related to blood transfusion. etc.

ALLERGTC / IMMUNOLOGIC (sneezing,

FAMILY HISTORY Father
Has any member ofyour family had these diseases (circle atl that appty) ? YES NO UNKNOWN

Blindncsq Cetenctt Glrucomro Dirbetcst Hypertension, Heart Discase, Stroke, Ceacer, Thyroid Disease, Arthritis
Other heritable disease:

SOCIAL IIISTORY
Does your vision limit any activities of daily living (driving, reading, sports, worlq erc.)? yEs NO
Have you ever had a blood transfusion?............ yEs No
Do you drink alcohol?......... YES No If YES, how much?
Do you smoke?................... YEs No If YES, how much?

Occupation

Employer

Marital Status

Full Time/Part Time (Circle)


