<(— * EYE SPECIALTY GROUP PATIENT HISTORY Date

Your Vision Partner

Name D.O.B. / / Date of Last Eye Exam / /

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

List all major illnesses (glaucoma, diabetes, high blood pressure, heart attack, etc.) or injuries (concussion, etc.):

List any surgeries you have had (heart, appendix, knee, etc.) List any medications you are ALLERGIC to:

Do you currently have any problems with the following? If YES, mark items applicable.

EYES GENERAL, CONSTITUTION EARS, NOSE, THROAT

L poor vision U redness U fever U unusual tiredness [ hard of hearing [ dry mouth
0 YES O Eye pain 0 other 0 YES 1 weight loss [ other - YES (] earache ¢ | strli]ffy nose
1 NO [ tearing 0 NO [ weight gain 1 NO O cough [ other

[ sore throat

] YES U highblood pressure [ stroke [ ] ygg [ congestion [ bronchitis O YES [ stomach upset [ ulcers

U racing pulse U other [ wheezing (] emphysema [ diarrhea U heartburn
NO 3 heart attack L NO (1 asthma U other 1 NO [ constipation [ other

L] chest pain 0] shortness of breath [ hernia

O painful/frequent urination [ joint pain U arthritis [ sneezing U HIW
- YES [ kidney disease - YES U stiffness 0 other O YES 0 swelling [ hives
a4 NO . prostate disease 1 NO 1 swelling J NO U] redness U lupus

[ other (1 cramps [ itching (1 other

BLOOD / LYMPH SKIN NEUROLOGICAL

[1 YES [ bleeding U other [ ygs U pimples U rash [] YES [l numbness [ paralysis

U cholesterolemia L] warts L1 other [ headache L1 other
L NO (] anemia 1 NO L1 growths Ll NO [ seizures

PSYCHIATRIC
L YES ] anxiety
O NO

ENDOCRINE
O insomnia | YES [ diabetes ] other O YES

O depression O other 1 NO O hypothyroid O NO
YOUR OCULAR HISTORY - HAVE YOU EVER BEEN DIAGNOSED WITH:

FEMALES

[ pregnant [ nursing

YES NO YES NO

[0 [ Cataracts (Cataract Surgery Dates: Right Left ) [1 [ Glaucoma

[0 [ Retinal Disease (Retinal Surgery Dates: Right Left ) O [ Iritis

O O Injury Explanation: O O Dry Eyes

1 O Othereye disorder Explanation: [0 [ Corneal Disease

Has any member

of your family O o O Blindness | O [ ... o Od [ Thyroid

had these diseases? o d [ O Cataract | 1 OO ... o O [ Arthritis
o O L Glaucoma| 1 O  O..... Other inheritable disease:

(Mark all thatapply) | [ O  [O.. Diabetes | (1 O  O......

SOCIAL HISTORY

ES NO YES NO
10 Does your vision limit any activities of daily living? 0 O Do you drink alcohol? If yes, how much?
(driving, reading, sports, work, etc.) O O Do you smoke? If yes, how much?
[0 [ Have you ever had a blood transfusion? How many years?
Physician’s Signature Date
Update: Physician’s Initials Date
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