
HHEALTHH HISTORYY 

PPatientt Namee Datee 

Primaryy Caree Physiciann Referringg Physiciann 

Pleasee indicatee iff youu currentlyy orr havee hadd anyy off thee followingg medicall conditions:: 

Asthma Head Injuries Rheumatoid disease
Brain tumor Headache Seizures
Cancer (type/location) Heart disease Thyroid disease
Diabetes High Blood Pressure Currently pregnant or nursing
Emphysema/COPD Pacemaker Other:
Heart attack Prostate disease

Pleasee indicatee iff youu currentlyy havee pastt and/orr presentt eyee conditions: 

Blepharitis Lazy eye Iritis Eye injury
Diabetic retinopathy Cataract Macular degeneration LASIK/PRK/RK
Glaucoma Double vision Corneal transplant Retinal detachment

Pleasee listt anyy pastt eyee surgeriess orr laserr treatments:: 

Pleasee listt alll medicationss youu aree currentlyy taking:: 

Doo youu havee allergies,, reactionss too medicationss orr problemss withh anesthesia?? Yess  Noo 
Iff yes,, pleasee describe:

Sociall Historyy 

Alcohol None Rarely Occasionally
Tobacco (cigarettes, cigars, chew) Never Former (year quit: ) Current (years used:    ) 
Recreational drug use Never Former Current

Familyy Historyy 

Fatherr Motherr Sibling(s)) 
Blindness
Diabetes
Glaucoma
Macular degeneration
Muscle disorders of the eye
Retinal detachment


