Patient Name _____________________________________         Date ____________   Age ______
	
Review of Systems
	Indicate what disease(s) you have or are being treated for …..
√   Check ALL Appropriate Boxes (Any left blank are assumed negative)

	Constitutional
□ Weight Loss
□ Fever
□ Fatigue

Ear Nose Throat
□ Chronic cough
[bookmark: _gjdgxs]□ Runny Nose
□ Congestion

Cardiovascular
□ Hypertension
□ High Cholesterol
□ Stroke
□ Cardiovascular 

Respiratory
□ Asthma
□ Bronchitis
□ Emphysema

	□None




□None





□None






□None

	
	Gastrointestinal
□ Ulcer
□ Digestive
□ Colitis

Genitourinary
□Urinary tract infection
□ Kidney problem
□ Std    Herpes

Musculoskeletal
□ Arthritis
□ Muscular dystrophy
□ Fibromyalgia

Integumentary
□ Acne Rosacea
□ Eczema
□ Psoriasis
□ Shingles in past
	□None




□None





□None





□None
	
	Neurological
□ MS
□ Epilepsy
□ Seizures
□ Myasthenia Gravis

Psychiatric
□ Depression
□ Panic Disorder
□ Anxiety
□ ADD/ADHD

Endocrine
□Diabetes  
     Year diagnosed? __
     Type 1   or   Type 2
           (circle one)
     Last A1C________
     Last Gluclose_____
□Thyroid dysfunction
     Hypo or Hyper
           (circle one)
	□None






□None






□None


1. Are you pregnant or have you recently given birth?   □No  □Yes, How long ago? ______________________________
2. Are you ALLERGIC to any Medications?  □No  □Yes, List _________________________________________
3. Do you take any Medications?  □No  □Yes, List ________________________________________________
________________________________________________________________________________
4. Do you have any of the following diseases?  □No  □Yes  If yes, please circle: STD / Hepatitis / HIV / Syphilis
5. List any EYE or major surgeries you have had.  RK _______ Year?; Lasik ________ Year?; Cataract ________ Year?
6. List any other major illness you have had or presently have ________________________________________________
7. Are you currently taking, or have you ever taken, any medications for diabetes or weight loss? (e.g., GLP1, Ozempic, Wegovy, Mounjaro, Zepbound)  ❐ No ❐ Yes If yes, type/amount/how long___________________________________________ 
Social History
1. Do you use tobacco products?   □No  □Yes   If yes, □Cigarettes  □Cigars  □Vape    How many years? _________________
2. Are you a  □ former smoker;   □current occasional smoker; or  □current everyday smoker
3. Do you drink alcohol?   □No  □Yes   If yes, □Daily or □Occasionally or  □Socially    How many years? ________________
4. Do you use narcotics?  □No  □Yes 	If yes, type/amount/how long _______________________________________
Family History and Occular History   If unknown or none, check this box □None
	
	
	Family Member
	
	
	Family Member

	□Blindness
□Cataracts
□Glaucoma
□Macular Degeneration
□Retinal Detachment
	□Self
□Self
□Self
□Self
□Self

	





	□Corneal problem
□Lazy eye
□Diabetes
□Heart Disease
□Cancer
	□Self
□Self
□Self
□Self
□Self
	








Patient Signature (or Guardian if under 18 yr old) _______________________________________________
I, the patient, acknowledge the above Medical History is accurate and complete.
