PatienTt HEALTH RECORD

PersonAL EYE HisTory:
DartE oF Last Exam: HOW 0OLD ARE YOUR GLASSES? DO you wear contact LEnses? [0 Yes [0 No

Do vou work oN A compUTER? [ YEs [0 No  APPROXIMATELY HOW MANY HOURS PER DAY?

Previous EvE INJURIES........ OYes ONO CATARACTS. ..veveveevenveneenenes OYes ONo
Previous EYE SURGERY..... O Yes O No MaAcULAR DEGENERATION.... OYes ONo
GLAUCOMAL. ...cevvenreenrereenrennns OYes ONo RETINAL DETACHMENT......... OYes ONo
DRY EYES..cuooveiiieieriereennne. OYes ONo FLOATERS............cceceeeeeeeee. A Yes 0O No
FamiLy Eye/MEebicaL HisTory:

GLAUCOMA....eveveeveereeevennenes OYes O No FamiLy MEMBER:

CATARACTS... OYes ONo FamiLy MEMBER:

RETINAL DETACHMENT........ OYes [ONo FamiLy MEMBER:

EveE MuscLE IMBALANCE..... OYes O No FamiLy MEMBER:

DIABETES  ..coveeeveeeveeeeeveeeeee... L1 YEs O No FamiLy MEMBER:

OTHER...uveveereereeieeresresaenvenna OYes O No FamiLy MEMBER:

MANY DISEASES OF THE BODY HAVE SERIOUS EYE HEALTH CONSEQUENCES. FOR EXAMPLE, DIABETES IS ONE OF THE LEADING CAUSES OF BLINDNESS.
Tuererore, 1T 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 MEepicaL HisTory:
ARE YOU PRESENTLY UNDER THE CARE OF A pHYsICIAN? [0 Yes [ No
IF YES, FOR WHAT REASON?

ARE YOU TAKING ANY MEDICATIONS Now? [1 Yes [ No
IF YES, PLEASE LIST ALL MEDICATIONS:
‘WoMEN: ARE YOU TAKING BIRTH CONTROL PILLs? [1 YEs [0 No

ARE YOU TAKING ANY MEDICATIONS THAT DON'T NEED A PRESCRIPTION? [1 YEs [ No
Ir YES, PLEASE LIST:

ARE YOU ALLERGIC TO: O AnTiBioTics [ LocaL ANESTHETICS [ SuLra DRUGS O PeniciLLIN
ARE YOU ALLERGIC TO ANY OTHER MEDICATIONS?

Do vou smokk ciGARETTES? [0 YeEs [0 No  How MANY PER DAY?
Do YOU CONSUME ALCOHOL ON A DAILY Basis? [ Yes [ No

IS YOUR BLOOD PRESSURE Owmee Orow O NormaL

WoMeN: ARe you PREGNANT? [0 Yes [0 No  How LoNG?

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

CHEST PAINS...veveeieieveeiereeeesevesenneeens OYes ONo IMIGRAINES. c.c.vvevenreressseesesesesesesssesessnsssesesnnnns OYes 0ONo
HEART DISEASE.....vcveevereeererereeerennns OYes ONo CANCER OR LEUKEMIA......cucvevereerrerenennerenenns OYes 0ONo
HEADAGHES. c..vvuveveerieveseneeieeeeseennnes OYes 0O No SICKLE CELL DISEASE....cuveveveiereeenerreresnrsnsenns .OYes ONo
LUNG PROBLEMS......ceiierereiererennnns OYes 0ONo SARCOIDOSIS...vevvevevesreresessssesesessesesessesesessssesens OYes 0ONo
HYPERTENSION.....cuvevrerereerereeresereenenns OYes O No LLiUPUS vttt ettt esenens OYes ONo
STROKE.1.veuveveveseeseresessesesessesesesssesesnnnns OYes ONo LYME DISEASE.....ccoiirieieeeereeereereeeeveeeaenns OYes 0ONo
ALLERGIES OR HIVES.....coveveeirereinenne OYes 0ONo ASTHMA OR HAY FEVER...veveieieveneirieieeienene OYes 0ONo
HIV DISEASE....coveveveieiereenrerernsessennnens OYes ONo SINUS TROUBLE. ....veveeveveeeseeseresesesesnnssesssseneses OYes 0ONo
THYROID PROBLEMS.....cceveerenrenrerennene. OYes 0ONo ARTHRITIS. ...cveeveveerereeeeseseresereesessesessesensenas OYes 0ONo
HORMONAL PROBLEMS........coveuvererennens OYes O No AIDS....ooeeieteeeeieeertete et asenens OYes 0ONo
TUBERCULOSIS. ...vveveeveeveneereesesseneeseesenns OYes ONo ENLARGED LYMPH NODES......ceovereererireennens OYes 0ONo
DIABETES.c.cuveveeeseevereneesesesnsesesesesesenes .OYes ONo ExcessivE URINATION AND/OR THIRST......... OYes 0ONo
EPILEPSY OR SEIZURES......cc0evererennennns OYes ONo MULTIPLE SCLEROSIS...c.vevveveevessenseseeseseseesenas OYes ONo
HiGH CHOLESTEROL....veevveveeveereaeeneens OYes O No SEXUALLY TRANSMITTED DISEASES............... OYes 0ONo
PERSISTENT COUGH. ...cvveverereereranensenans OYes ONo (GoNoORRHEA, SypHILIS, GENITAL HERPES)

SKIN DISEASE....vveeveereeneeereenrereereeneennes OYes ONo RepeaTED CoLb SoRES OR CANKER SOREs.... 0 Yes [0 No

Do YOU SUFFER FROM ANY DISEASE NOT LISTED ABOVE? [1 YEs [0 NO. IF YES, PLEASE LIST:




