Patient Medical History


Name: _______________________________________________________Date of Birth: ____________
Reason for today’s doctor visit:___________________________________________________________
_____________________________________________________________________________________

Personal Medical History
Allergies		Y	N	Medication/Reaction:____________________________
Medications		Y	N	Medication:			Dosage: 
					____________________________________________________
					____________________________________________________
					____________________________________________________
					____________________________________________________
					____________________________________________________
					____________________________________________________
Birth Defects		Y	N	Explain: _____________________________________________
Eye History		Y	N	Explain: _____________________________________________
Medical Conditions	Y	N	Explain: _____________________________________________
Past Surgeries		Y	N	Explain: _____________________________________________
Other-(Not Listed)	Y	N	Explain: _____________________________________________

Family Medical History
Please indicate if any member of your family has ever had any of the following:
	Family History Unknown (check box if family medical problems are unknown)	
Amblyopia/Lazy Eye	Y	N	Relationship__________________________________________
Blindness		Y	N	Relationship__________________________________________
Cataracts		Y	N	Relationship__________________________________________
Crossed Eyes		Y	N	Relationship__________________________________________
Diabetic Retinopathy	Y	N	Relationship__________________________________________
Glaucoma		Y	N	Relationship__________________________________________
Retinal Detachment	Y	N	Relationship__________________________________________
Cancer			Y	N	Relationship__________________________________________
Diabetes		Y	N	Relationship__________________________________________
Heart Disease		Y	N	Relationship__________________________________________
High Blood Pressure	Y	N	Relationship__________________________________________
Stroke			Y	N	Relationship__________________________________________
Other			Y	N	Relationship__________________________________________

Personal Social History
Smoking		Y	N	Packs per day_______	For______________Years 
					Quit  x  _________ years
Alcohol			Y	N	Rarely/Socially		Drinks per   Day______Week________
Do you Drive:		Y	N	
Any visual problems while driving:________________________________________________________
Marital Status (circle): 		Married    Single    Divorced    Separated    Engaged    Widowed
Does anybody else live in your household?:_________________________________________________
Occupation: ________________________________________________________	  Retired:    Y   N

Have you or do you have any of the following:
Recent fevers/sudden weight loss/gain		Y	N	Explain:_________________________
Blurred/double vision				Y	N	Explain: _________________________
Hearing loss/sinus problems  			Y	N	Explain: _________________________
Chest pains/irregular heart beat		Y	N	Explain: _________________________
High blood pressure/high cholesterol		Y	N	Explain:_________________________
Shortness of breath/wheezing			Y	N	Explain: _________________________
Abdominal pain/nausea			Y	N	Explain: _________________________
Blood in urine/pain/discomfort			Y	N	Explain: _________________________
Joint pain/low back pain			Y	N	Explain: _________________________
Skin rash/Breast cancer/tumors		Y	N	Explain: _________________________
Numbness/Weakness				Y	N	Explain: _________________________
Anxiety/depression				Y	N	Explain:_________________________
Diabetes/heat intolerance/thyroid problems	Y	N	Explain: _________________________
Anemia/unusual bleeding			Y	N	Explain: _________________________



Please use the space below for any information that you feel the doctor needs to be made aware of:
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________



Patient Name____________________________________
Signature_______________________________________		
Date ___________________________________________	


