


 

 

Patient Medical History              Name: _____________________________________           DOB: ____________________ 
 
What is the main purpose of this visit?____________________________________    Year of last eye examination:_______________ 

Were your eyes dilated at your last exam? □ yes   □ no 

Have you ever had a dilated exam?  □ yes   □ no  Have you had LASIK/PRK surgery? □ yes   □ no 

Are you Pregnant?   □ yes   □ no  Dr’s Name:________________________________ 

Are you Nursing?    □ yes   □ no  Date of Surgery:____________________________ 

Are you a Contact Lens Wearer?  □ yes   □ no  Are you interested in LASIK?   □ yes   □ no 

          Brand___________________________________________ 

          Right Eye Rx______________________________________ Left Eye Rx___________________________________________ 
                         (include BC & DIA parameters)         (include BC & DIA parameters) 

List all allergies (environmental or drug):  _______________________________________________________________________ 

Current medications or supplements:  __________________________________________________________________________ 

_________________________________________________________________________________________________________ 
 
Do you have Diabetes?  □ yes  □ no   Do you/have you ever used tobacco products?   □ yes   □ no 
      □ Type I       □ Type II         Type:_______________ Amount:____________ How long?_________ 
 
Year diagnosed: ________________  Do you drink alcohol?    □ yes    □ no 
Last HbA1C: ___________________       Type:_______________ Amount: ___________ How long? _________ 
 
Have you ever been diagnosed/treated for the following? Do you experience any of the following? 

 
Cataracts    □ yes   □ no  Blurry Vision  □ yes   □ no 
Glaucoma    □ yes   □ no     If so:    □ distance     □ near    □ both 
Macular Degeneration   □ yes   □ no  Difficulty at computer  □ yes   □ no 
Retinal Detachment   □ yes   □ no  Difficulty driving at night □ yes   □ no 
Lazy Eye or Eye Turn   □ yes   □ no  Dry Eye   □ yes   □ no 
Eye Injury    □ yes   □ no  Headaches  □ yes   □ no 
Eye Surgery    □ yes   □ no  Double Vision  □ yes   □ no 
        Flashes of Light  □ yes   □ no 
If yes, provide details: ____________________________  Persistent Floaters □ yes   □ no 
_______________________________________________  Eye Itching  □ yes   □ no 
        Eye Tearing  □ yes   □ no 

Have you ever been diagnosed or treated for any of the following problems? Explanation of Problem 

Endocrine (thyroid, hormones, glands) □ yes   □ no   _________________________________________________________ 
Cardiovascular (heart, blood vessels) □ yes   □ no _________________________________________________________ 
High Blood Pressure   □ yes   □ no _________________________________________________________ 
Respiratory (lungs, breathing)  □ yes   □ no _________________________________________________________ 
Gastrointestinal (stomach, intestines) □ yes   □ no _________________________________________________________ 
Musculoskeletal (muscles, joints, arthritis) □ yes   □ no _________________________________________________________ 
Integument (skin)   □ yes   □ no _________________________________________________________ 
Neurological (migraines, seizures)  □ yes   □ no _________________________________________________________ 
Psychiatric (anxiety, depression, etc) □ yes   □ no _________________________________________________________ 
Ears, Nose, Mouth, Throat   □ yes   □ no _________________________________________________________ 
Hematologic/Lymphatic (anemia, etc) □ yes   □ no _________________________________________________________ 
Allergic/Immunologic   □ yes   □ no _________________________________________________________ 
HIV/AIDS    □ yes   □ no _________________________________________________________ 
 




