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Last Eye Exam?________________________________ By Whom?____________________________________________

Medical/Primary Physician_____________________________________________________________________________       

Other Physicians you see regularly?_____________________________________________________________________

ALLERGIES (to medications, latex, x-ray dyes, etc) Present/Previous Eye Problems

 None Patient      Family

_____________________________________________

_____________________________________________ Cataract              

_____________________________________________ Glaucoma                       

_____________________________________________ Lazy Eye              

Strabismus                                              

Retinal Problems                                                                     

CURRENT MEDICATIONS Macular Degeneration              

 None Iritis              

_____________________________________________

_____________________________________________     Present/Previous Medical Problems      

_____________________________________________ Patient     Family

_____________________________________________

_____________________________________________ Stroke                  

_____________________________________________ Diabetes                

_____________________________________________ Heart Problems               

_____________________________________________ Arthritis             

Breathing Problems                           

High Blood Pressure             

PAST SURGERIES Cancer                 

 None Hepatitis                

_____________________________________________ Seizures                       

_____________________________________________ Kidney Disease             

_____________________________________________ Bleeding Problems             

_____________________________________________ Depression/Mental Illness             

HIV/AIDs                

Phlebitis/Blood Clots             

Stomach Problems             

Thyroid Problems             

Other Health Problems_______________________________

Do you smoke?         Yes        No        How much/often?___________________________________________

Do you drink alcohol? Yes        No        How much/often?___________________________________________

Office use:

REVIEW DATES ________________ ________________      ________________    ________________

________________ ________________ ________________      ________________    ________________

________________ ________________ ________________      ________________    ________________
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