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MEDICAL HISTORY FORM

B [ ]iInitlal Hx
Name: ' : Dater___ ,
[ ]Updated Hx
Do yolrhave now, or have you ever had: Date of Onset:
a. DiabetesMellitus.......ccovinven YES NO. ,
Treatment: dlet control____ oral agents___ Insulin___ ) g
Madical Complications: renal___ neuropathy___ vascular____ other__
b. Heartattack....covsveerrenenns YES___ NO
Anginaorchestpain ............ YES NO,
Heartfailure.....co.cveveennnnn YES___ NO
Irregular or rapid heart beat . .. . . .. YES NO
A cardlac pacemaker inserted .... YES NO
c. Highbloodpressure ............ YES NO
d. A'strokeor“shock™............. YES NO
e: Anemia........ veeeireneeaenns YES___ NO
£ ASIAME «vvevereeenaneennns . YES__ NO J
Emphysema and/orbronchitis .... YES NO
Pneumonia.....ceiivirnannnns YES NO.
Tuberculosis «.veviveeeneer.na. YES NO
g. Liverdiseaseorjaundice......... YES NO.
h. Stomach orduodenal ulcer....... YES NO,
i. Kidney stones or other kidney disease YES NO__
j. Arthritis (if yes, typg) - .v.c.venveet YES NO
K. Cancer or{umor. .ooveeenrsrenss YES NO__-
. Type, location, and date__
Treatment given
. Thyroiddisease ...ccoeevvennves YES NO
Underactive Treatment
Overactive Treatment
m. Seizures or a nervous breakdown .. YES NO
n. Varicose veins or blood clots Inlegs YES NO
o. Bleedingdisorders.......... e YES NO
p. Transfusions of blood orplasma. .. YES _ NO:
q. AIDS, ARC, or HIV positive test .. .. YES NO
r.  Othermedical problems ......... YES NO

Are you allerglc'to any medications or to any foods? - YES___NO___
If yes, please describe substance(s), with date and type of reaction:

a. What eye medica'ﬁons are you using at present? Give name(s) and dosage:

"b. What other medications do you take regularly? Please give name(s) and dosage:

When did vou last use aspirin, in any form?



. Have you had any previous eye surgery/laser, or injuries? YES_ NO___

If yes, please give name(s) of operation(s) or Injuries and date( )

) . .
. What non-ocular operations have you had? Please give type(s) and date(s):

-

Date of last general anesthesie}

. Are you a smoker? YES_._ NO___
If yes, how many cigarettes per day?

'Any anesthesia complication? YES

NO___

If no, and you smoked in the past, when did you stop?
. Have you gained or lost more than ten pounds in the past year? YES__ NO___

If yes, how many pounds have you gamed . orlost

: please explain:

Among your blood relatives, is theré a history of ah)} of the following:

TET T TO e

a Glaucoma «v.vveevinncernnanns e eeeeeaseneeens YES NO
b. Cataracis.......ccivenenenenn Mecessearenennan YES NO
c. “Lazyevye" or muscleimbalance .. ....oovieninenn. YES NO
d.,Retinaldisease ...........covvvieinaianannn. YES NO_
Maculardisease ............. N eeveeneenea s YES NO,
Nightblindness .....ccovviinreenrenianns ..... YES NO
Colorblindness ...c.oevvriiiiiienearennen. YES NO
Unexplainedvisionloss .......cccvveviiennaann. YES NO.
Diabetesmellitus ....vviviinrennnnacneeaeans YES NO,
TUMOTrOrCanCel vovveeeeeencenannnnn PN YES NO
High blood pressure .......... e eeeeceete s YES NO,
Heartdisease ..........0..... e eeeeee s YES NO
m. Bleeding diSOrdEr . ..ovveverrveeaeeens e, YES___ NO

If apphcable, are you pregnant? YES NO____°©

Please give the name, address and telephione number of your personal medlcal doctor {not your

eye doctor):

M.D.

Telephone ( )

(Patient's, Signature)
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