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 NAME						      DATE			   DATE OF LAST EYE EXAM

n 	List any MEDICATIONS you currently take (Prescription and Over-the-Counter)		

n 	Do you have any ALLERGIES to any medications?  If “YES” list the medications.

n 	List all MAJOR ILLNESSES (Glaucoma, Diabetes, High Blood Pressure, Heart Attack, etc.)  

 	 or Injuries (Concussion, etc.)

n 	List any SURGERIES you have had (Cataract, Tonsillectomy, Appendectomy, etc.)

n 	Have you had any EYE CONDITIONS? (Cataracts, Retinal Disease, Pink Eye, Crossed Eye, etc.)

n 	Do you currently wear CONTACT LENSES? If “YES,” how long have you worn them? 
	W hat type of contact lenses and brand of solution?

n 	Do you wear EYEGLASSES? How long have you had the current prescription?

n 	Do you CURRENTLY have any problems in the following areas? If “YES,” please provide information.

–             – –             – 

 YES    NO             Year(s)           Month(s)    Type of Lens:                          Brand of Solution:

 YES    NO              Year(s)           Month(s)

	
EYES 	YES   	 NO  	E XPLANATION OF CONDITION

 

	G LAUCOMA, CATARACTS, RETINAL DISEASE

	 Loss of vision

	 Blurred vision

	Fl uctuating vision

	 Distorted vision

	 Loss of side vision

	 Dryness

	MUCOUS  DISCHARGE

 YES    NO
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EYES  (Continued)	YES   	 NO  	E XPLANATION OF CONDITION

 

	R edness

	Sand y or gritty feeling

	 Itching

	 DROOPING EYELIDS

	FORE IGN BODY SENSATION

	Ex cess tearing / watering

	Gla re / light sensitivity

	E ye Pain or soreness

	 Infection of eye or lid (stye)

	Ti red eyes

	C rossed eyes, lazy eye

	 Burning

	
GENERAL, CONSTITUTIONAL	YES   	 NO  	E XPLANATION OF CONDITION

 

	F ever

	W eight loss

	O ther

	 Cardiovascular Disease (Heart, Vessels, etc.)

	 Respiratory (Asthma, Emphysema, etc.)

	 Gastrointestinal (Ulcers, Intestinal disease)

	 Genital, Kidney, Bladder

	 Muscle, Bones, Joints (Arthritis, etc.)

	 Skin (Skin Cancer, Warts, Acne, etc.)

	 Neurological (Multiple Sclerosis, Headaches etc.)

	 Psychiatric (Anxiety, Depression, Insomnia)

	 Endocrine (Diabetes, Hypothyroid, etc.)

	 Blood, lymph (cholesterol, Anemia, etc.)

	 Allergic/Immunologic (Hay Fever, Lupus, Sjogrens)

	 Ears, Nose, Throat (Sinus, Infection, Dry Mouth)
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FAMILY HISTORY  	YES   	 NO  	RE LATIONSHIP TO PATIENT

	 Blindness

	Gla ucoma

	 Arthritis

	Can cer

	 Diabetes

	 Heart disease or high blood pressure

	 Kidney disease

	 Lupus

	S troke

	Th yroid Disease

	O ther

	
SOCIAL HISTORY	YES   	 NO  	E XPLANATION OF CONDITION

 

	 DO YOU DRIVE? 

	 If “YES,” do you have visual difficulty when driving?

PLEASE INDICATE WHICH DISEASE APPLIES TO: m = Mother, F = Father, S = Sibling, G = Grandparent
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