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Family Ocular History

Please check all that apply regarding your immediate family:

Blindness

Relationship:                                  .  

Macular Degeneration

Relationship:                                       .

Cataracts

Relationship:                                  .

Retinal Detachment/Disease

Relationship:                                      .

Crossed Eye

Relationship:                                  .

Amblyopia

Relationship:                                      .

Glaucoma

Relationship:                                  .

Family Medical History

Please check all that apply regarding your immediate family:

Arthritis

Relationship:                                   .   

High Blood Pressure

Relationship:                                      .

Cancer

Relationship:                                  .

Kidney Disease

Relationship:                                      .

Diabetes

Relationship:                                  .

Lupus

Relationship:                                      .

Heart Disease

Relationship:                                  .

Thyroid Disease

Relationship:                                      .

Other:                                                                                                                                                    
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Review of Systems
(Please: check all the apply)

Constitutional                 None
Fever Weight Gain Weight Loss Skin

Polydipsia Polyuria Polyphagia

     Integumentary                None         Endrocrin             None

Skin Problems

Other:                                  .

Skin Problems

Other:                                    .

Neurological      None
Headaches Migraines Seizures

CVA TIA Oph. Migraines Other:                                   .

Ear, Nose, Mouth Throat          None
Allergies/Hay Fever Sinus Congestion Runny Nose

Post-nasal Drip Chronic Cough Dry Throat/Mouth Other:                           .

Respiratory None
Asthma Chronic Bronchitis Emphysema COPD

Other:                                                                                                                                    .

Vascular/Cardiovascular           None
Diabetes Heat Pain High Blood Pressure Vascular Disease

MI Bypass Surgery PAD Carotid Disease

Other:                                                                                                                                    .

Gastrointestinal None
Diarrhea Constipation Other:                                                    .

Bones, Joints, Muscles None
Rheumatoid Muscle Pain Joint Pain Osteo Arthritis

Other:                                                                                                                                    .

Emotional/Psychological None

Psychological        Yes         No

Other: :                                                                                                                                  .

Allergic/Immunologic None
Allergic Immunologic Atopic

Other: :                                                                                                                                  .
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Lymphatic/Hematologic None

Anemia Bleeding Disorder Clotting Disorder

Other: :                                                                                                                                  .

Social History

Yes, I would prefer to discuss my Social history directly with my doctor.

Do you drive? Yes No

     If yes, do you have vision difficulty when driving Yes No

       Please Describe:                                                                                                                                                   

Tobaco Use Never In Past Currently

If yes, select types Cigarettes Cigars Chew Dip Pipe

      How often / How much?                                                                                                                               

      When did you start?                                                                                                                                             

      When did you stop?                                                                                                                                              

Alcohol Use Never In Past Currently

   If yes, select type Beer Liquor Wine

If yes, describe typical amount?                                                                                                                               

If in past, when did you stop?                                                                                                                               

Illicit Drug Use: Never In Past Currently

If yes, what type?                                                                                                                                             

If yes, describe typical amount?                                                                                                                 

If in past, when did you stop?                                                                                                                 

Have you ever been exposed to or infected with Gonorrhea Hepatitis HIV Syphillis
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