
PATIENT HEALTH RECORD

PERSONAL EYE HISTORY:
DATE OF LAST EXAM: __________ HOW OLD ARE YOUR GLASSES? _________ DO YOU WEAR CONTACT LENSES?  YES     NO

DO YOU WORK ON A COMPUTER?  YES     NO      APPROXIMATELY HOW MANY HOURS PER DAY?  ______
PREVIOUS EYE INJURIES........  YES     NO ______________ CATARACTS. .........................  YES     NO ___________
PREVIOUS EYE SURGERY.....  YES     NO ______________ MACULAR DEGENERATION....   YES     NO ___________
GLAUCOMA...........................  YES     NO ______________ RETINAL DETACHMENT.........  YES     NO ___________
DRY EYES.............................  YES     NO ______________ FLOATERS…………...............  YES     NO ___________
FAMILY EYE/MEDICAL HISTORY:
GLAUCOMA...........................  YES     NO FAMILY MEMBER: _________________________________
CATARACTS...........................  YES     NO FAMILY MEMBER: _________________________________
RETINAL DETACHMENT.........  YES     NO FAMILY MEMBER: _________________________________
EYE MUSCLE IMBALANCE.....  YES     NO FAMILY MEMBER: _________________________________
DIABETES .............................  YES     NO FAMILY MEMBER: _________________________________
OTHER..................................  YES     NO FAMILY MEMBER: _________________________________

MANY DISEASES OF THE BODY HAVE SERIOUS EYE HEALTH CONSEQUENCES.  FOR EXAMPLE, DIABETES IS ONE OF THE LEADING CAUSES OF BLINDNESS. 
THEREFORE, IT IS IMPORTANT THAT WE ACQUIRE AN IN-DEPTH MEDICAL HISTORY.  PLEASE ANSWER THE FOLLOWING QUESTIONS.  WHILE THEY MAY 
SEEM UNRELATED TO AN EYE PROBLEM, IT IS CRUCIAL TO YOUR CARE THAT WE ASK THEM.  THIS INFORMATION IS ALSO CRITICAL IN THE EVENT WE NEED TO 
PRESCRIBE CERTAIN MEDICATIONS.

PERSONAL MEDICAL HISTORY:
ARE YOU PRESENTLY UNDER THE CARE OF A PHYSICIAN?   YES     NO

IF YES, FOR WHAT REASON? _________________________________________________________________________________

ARE YOU TAKING ANY MEDICATIONS NOW?  YES     NO

IF YES, PLEASE LIST ALL MEDICATIONS: ________________________________________________________________________
WOMEN:  ARE YOU TAKING BIRTH CONTROL PILLS?  YES     NO

ARE YOU TAKING ANY MEDICATIONS THAT DON'T NEED A PRESCRIPTION?  YES     NO

IF YES, PLEASE LIST: ______________________________________________________________________________________

ARE YOU ALLERGIC TO:       ANTIBIOTICS       LOCAL ANESTHETICS       SULFA DRUGS       PENICILLIN

ARE YOU ALLERGIC TO ANY OTHER MEDICATIONS? _______________________________________________________________

DO YOU SMOKE CIGARETTES?  YES     NO     HOW MANY PER DAY? _________________
DO YOU CONSUME ALCOHOL ON A DAILY BASIS?  YES     NO

IS YOUR BLOOD PRESSURE        HIGH      LOW      NORMAL

WOMEN:  ARE YOU PREGNANT?  YES     NO     HOW LONG? _______________________

DO YOU HAVE, OR HAVE YOU EVER BEEN INFORMED THAT YOU HAD, ANY OF THE FOLLOWING:

CHEST PAINS........................................  YES     NO

HEART DISEASE..................................   YES     NO

HEADACHES.........................................  YES     NO

LUNG PROBLEMS.................................  YES     NO

HYPERTENSION....................................  YES     NO

STROKE................................................   YES     NO

ALLERGIES OR HIVES...........................  YES     NO

HIV DISEASE.......................................   YES     NO

THYROID PROBLEMS............................  YES     NO

HORMONAL PROBLEMS........................  YES     NO

TUBERCULOSIS.....................................  YES     NO

DIABETES............................................ .  YES     NO

EPILEPSY OR SEIZURES.........................  YES     NO

HIGH CHOLESTEROL.............................  YES     NO

PERSISTENT COUGH..............................  YES     NO

SKIN DISEASE.......................................   YES     NO

MIGRAINES......................................................  YES      NO

CANCER OR LEUKEMIA...................................   YES      NO

SICKLE CELL DISEASE....................................  . YES      NO

SARCOIDOSIS...................................................   YES      NO

LUPUS..............................................................   YES      NO

LYME DISEASE...............................................  YES      NO

ASTHMA OR HAY FEVER.................................    YES      NO

SINUS TROUBLE...............................................   YES      NO

ARTHRITIS.......................................................   YES      NO

AIDS...............................................................   YES      NO

ENLARGED LYMPH NODES..............................   YES      NO

EXCESSIVE URINATION AND/OR THIRST.........    YES      NO

MULTIPLE SCLEROSIS......................................  YES      NO

SEXUALLY TRANSMITTED DISEASES...............   YES      NO

(GONORRHEA, SYPHILIS, GENITAL HERPES)
REPEATED COLD SORES OR CANKER SORES....  YES     NO

DO YOU SUFFER FROM ANY DISEASE NOT LISTED ABOVE?  YES     NO. IF YES, PLEASE LIST: _____________________________________ 


