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NAME     DATE   DATE OF LAST EYE EXAM

LIST ANY MEDICATIONS YOU CURRENTLY TAKE (Prescription and Over-the-Counter)   

DO YOU HAVE ANY ALLERGIES TO ANY MEDICATIONS? If “YES” list the Medications    YES   NO

LIST ALL MAJOR ILLNESSES (Glaucoma, Diabetes, High Blood Pressure, Heart Attack, etc.)  

OR INJURIES (Concussion, etc.)

LIST ANY SURGERIES YOU HAVE HAD (Cataract, Tonsillectomy, Appendectomy, etc.)

HAVE YOU HAD ANY EYE CONDITIONS? (Cataracts, Retinal Disease, Pink Eye, Crossed Eye, etc.)

DO YOU CURRENTLY WEAR CONTACT LENSES? If “YES,” how long have you worn them? 

What type of contact lenses and brand of solution?

DO YOU WEAR EYEGLASSES? How long have you had the current prescription?

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   EXPLANATION OF CONDITION

 

 GLAUCOMA, CATARACTS, RETINAL DISEASE

 LOSS OF VISION

 BLURRED VISION

 FLUCTUATING VISION

 DISTORTED VISION

 LOSS OF SIDE VISION

 DRYNESS

 MUCOUS DISCHARGE

–        – –        – 
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EYES  (Continued) YES   NO   EXPLANATION OF CONDITION

 

 REDNESS

 SANDY OR GRITTY FEELING

 ITCHING

 DROOPING EYELIDS

 FOREIGN BODY SENSATION

 EXCESS TEARING / WATERING

 GLARE / LIGHT SENSITIVITY

 EYE PAIN OR SORENESS

 INFECTION OF EYE OR LID (STYE)

 TIRED EYES

 CROSSED EYES, LAZY EYE

 BURNING

 
GENERAL, CONSTITUTIONAL YES   NO   EXPLANATION OF CONDITION

 

      FEVER

      WEIGHT LOSS

      OTHER

 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   RELATIONSHIP TO PATIENT

 BLINDNESS

 GLAUCOMA

 ARTHRITIS

 CANCER

 DIABETES

 HEART DISEASE OR HIGH BLOOD PRESSURE

 KIDNEY DISEASE

 LUPUS

 STROKE

 THYROID DISEASE

 OTHER

 
SOCIAL HISTORY YES   NO   EXPLANATION 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

UPDATED DATE     

–        – 


