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CONFIDENTIAL PATIENT MEDICAL HISTORY E:éﬁy D
Please print or write as clearly as possible. Pachy OS:,
NAME CURRENT MEDICATIONS/VITAMINS (INCLUDING
ASPIRIN)
DATE OF BIRTH List all & include milligrams [1See List
FAMILY PHYSICIAN
EMAIL
CURRENT EYE PROBLEMS [1No Changes
gllabetes —$ —m PAST SURGERIES & OTHER MEDICAL
aucoma _ - — PROBLEMS [J No Changes
Macular Degeneration _ Y _ N
Lazy Eye ~ Y _N
Vision Loss/Blindness _ Y _ N
Cataracts Y _N
Retinal Problems _ Y _N
PAST EYE HISTORY [1No Changes
Surgery (describe) ALLERGIES TO MEDICATIONS [ No Changes

Laser (describe)

Trauma (describe)

CURRENT MEDICAL PROBLEMS [1No Changes EAMILY HISTORY [JNo Changes If yes, who?

Diabetes Y N .

. —, — Macular Degeneration Y N
High Blood Pressure _ Y _N Dig(l;létaes egeneratio vV N
:e&rt Disease —¥ —m Glaucoma :Y :N

sthma : —, — Visual Loss/Blindness Y N
Difficulty Breathing ~_ Y _N — —
Thvroid Di v N Cataracts Y _ N

yroid bisease —, — Malignant Hyperthermia _ Y _ N
Anemia Y N
Miaraine Headach v N Cancer Y _ N

Igraine Headaches —, — High Blood Pressure Y _ N
Cancer Y N
1B v TN Heart _ Y _N

—, — trok Y N
Stroke Y N Stroke - -

SOCIAL HISTORY [ No Changes If yes, how much?
Do you smoke? Y _ N

Do you drink alcohol? _ Y N
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DR. DATE
DR. DATE
DR. DATE

DR. DATE




