Medical I{ismry Questiommire

MName. Today's Date:
Address. ciry Zip Home phone:

Birth Date: Social Security #: Cell Phone (oprcnal)
Employer/occupation: Wotk Phone
Spouse/Parent/responsible party's name: Social Security =

In Case of Emergency, Contact. Phone: -—

Whaom May We Thaak for iefditing you o vur offige?

Please check the method of payment today: Cash Check Credit card
Vision Insurance Co. Polcy/Group Subseribers name:

ivlajor Medical Insurunce Policy/Group= Subscribers name:

Name of Medical Doctor Nddress Last Medical Exarn_
Do you have any allergies to medications? __ No Yes 1f yes, Explain R

List any medigations you take (including oral coutraceptives, aspisin, over the counter medications and bowe reme-
dies).

List all Major injunes, surgeries and/or hospitalization you have had  (room on the back ¢ conunue)

List any of the [ollowing rhar you have had' crossed eyes, luzy eye, drooping eyelid, prominent ¢yes, glaucoma, retinal
diseuse, cuturadls, eye infections or eye injury.

Are you pregnant and/or nursing? No . Yes
Do you wear glasses? _ Neo Yeu if yes, how old is present pair of lenses? - -
Do you wear contacty? No Yes I ves how old is present pair of lenses?

Family History- please note any family hugtory (parents, grandparents, siblings. children. bving or deceased) for the ol
lowing conditions.

DISEASE NQ  YES RELATIONTOYOU DISEASE NQ  YES RELAIIONTOYQU
Blindness [ a Diuberes g 0

Catiaract — Q Heart Discase Q ]

Crossed Eyes a Qa High Blood Pressurs (3 U

Glaucoma | (8] Kidney Divease a 0

Macuiar degener. O a Lupus Q [l

Retnal detachment 0 (] Thyruid Disease ] o

Arthirius i} | Other 2 )

Cancer a 0




Social History This taformation 15 kept strictly confidential. However. you may diveuss s poston divectly unth the doctor 1f vax prefer
U¥es. I would prefer 1o discuss my Social History information directly with rmy doctor (Check box)

Do you drive’ 1) Na QYes If yes, do you have visua) difficulty when driving? 0 No QYes If yes, pleuse describe:

Do you usc tobacco praducrs? 01 No 0O Yes If yes, type/amount/how long:
Do vou drink alcohol? O No O Yes If yes. type/amount/how jong

Do vou use Ulegal drugst¥ J No O Yes If ves, type/amount/how iong: N
Have you ever been exposed to or infected with. Q Gonorrhea O lepatitis D HIV  Q Sypiolis

Review of Systems
Do you currentty. or have you ever had any problems in the following areas:

SYSTEM NO YES *? TONO YES ¢
CONSTITUTIONAL EARS, NOSE, MOUTH, THROAT
ever Weight Loss/Gain O | 3 Allergies / Hay Fever ] O |
INTEGUMENTARY (5kin) 0 ] a Sirtus Congestion 0 a ]
NEUROLOGICAL | | Q Runny Nase ] W Al
Headaches 0 [ ] Post-Nasat Dup a ] a
Migmnnes 0 O Q Chronic Cough ] O Q
Seizures O O 0 Dev Throat/Mouth Q 3 ]
EYES RESPIRATORY
Loss of Vision Q O o Asthrna (] 0 |
Blurred Vision u m} | Chronic Bronchitis 0 J o
Distorted Vision/Hatos Q 0 i Erriphysema a ] O
Loss of Side Vigion ] 0 3 VASCULAR/CARDIOVASCULAR
Double Vision Q Q a Diabetes 0D ] Q
Drvness ] 0 O Heart Pain O ] O
Mucus Discharge [ W d High Blood Pressure O a ]
Redness 0 Q a Vascular Disease [ 0 o
Sandv or Gritty Feeling -l 0 ] GASTROINTESTINAL
Itehing 0 a 0 Diarchea 0 a o
Burning 0 a Q Coanstipation 2 a O
Fareigr Body Sensarion | [} 0 GENITOURINARY
Exeess Teaning/Warening Qo | o Gemtals/Kidney/Bladder Q 0 Q
Glare/Laght Sensitviry i} [} a BONES/JOINTS/MUSCLES
Eve Pun or Soreness o [} a Rheumatoid Artliritis (} O 0
Cliromc Infaction of Eve or Lid | ] a Muscle Pain Q ) a
Stes or Chalazion A 2 0 Joint Pain u] () ’”_‘l
Flushes/Floarers in Visian W] ] ] LYMPHATIC/HEMATOLOGIC
Tired Eyes O a a Anemia 0 a ]
ENDQCRINE Bleeding Problems a O o
Thyroid/Other Glands ] ) a ALLERGIC/IMMUNQLOGIC ] 8] el
PESYCHIATRIC O [ O

If you hove @ condinon not listed above, please explain’

Docrors Signaryre Dare



