
SOUTHERN TN E EY YE E SPECIALISTS 

Health History Review 

TODAY’S DATE: ________________ 

NAME: _______________________________ DATE OF BIRTH: ________________ 

What is the main reason for your visit today? _______________________ 

PRIMARY CARE PHYSICIAN: _________________________________________________ 

*PLEASE LIST ANY DRUG ALLERGIES: ___ None ____Penicillin ____Codeine ____Sulfa 

_________________________________________________________________ 

HAVE YOU EVER BEEN DIAGNOSED WITH? 

Diabetes: __Yes ___No, If yes: __Type 1, __Type 2 ,  Since (year) _________ 
Do you monitor your blood sugar at home? ___ Yes ___No 
What is your average Blood Sugar reading? ________, Kidney Failure? ___Yes ___No 
Hypertension / High Blood Pressure: ___ Yes ___No, If yes, Since (year)______ 
Blood Disorders (such as anemia) ___Yes ___No 
Bone or Muscle Disease ___Yes ___No 
Stomach or Digestive Disease / Ulcers ___Yes ___No 
Depression / Psychiatric Disorder ___Yes ___No 
Lung Disease / Asthma ___Yes ___No 
Migraine Headaches ___Yes ___No 
Rheumatoid Disease ___Yes ___No 
HIV / AIDS       ___Yes ___No 
Arthritis:             ___Yes ___No Hepatitis            ___Yes ___No 
Cancer ___Yes ___No Heart Disease ___Yes ___ No 
Sarcoidosis ___Yes ___No Kidney Disease ___Yes ___No 
Sickle Cell ___Yes ___No Systemic Lupus ___Yes ___No 
Thyroid Disease ___Yes ___No Tuberculosis ___Yes ___No 
__________________________________________________________________________________ 

ARE YOU: Pregnant       ___Yes ___No Hearing Impaired ___Yes___No 
Past Smoker ___Yes ___No 

DO YOU: Smoke          ___Yes ___No Drink (Alcohol)    ___Yes ___No 
Live Alone   ___Yes ___No 
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PLEASE LIST ALL CURRENT MEDICATIONS 

Medications for EYES (Name/How Many Times) 

Other Medications (Name / How Many) 

EYE HISTORY 

Have you ever been diagnosed with any of the following? 

Cataracts               ___Yes ___No Glaucoma                     ___Yes ___No 
Crossed Eyes        ___Yes ___No Lazy Eyes                      ___Yes ___No 
Eye Inflammation ___Yes ___No Eye Infection/Pink Eye ___Yes ___No 
Eye Injury ___Yes ___No Retina Disease              ___Yes ___No 
Other Conditions: _________________________________________________________________ 

Have you ever had the following Eye Surgeries? Cataract ___Yes ___No 

___Right Eye,  Lens Implant ___Yes ___No, Date: __________ By Dr: _______________________ 

___Left Eye, Lens Implant ___Yes ___No, Date: __________ By Dr: _______________________ 

FAMILY HISTORY 

Has any member(s) of your primary / close blood relatives had any of the following? 

Please check the box for each condition that applies, indicate the relation by: F=Father, M=Mother, 
S=Sister, B=Brother, GP=Grandparents, O=Uncles/Aunts 

Glaucoma ___Yes ___No, __________________________________________________ 
Macular Degeneration ___Yes ___No, __________________________________________________ 
Retinal Detachment ___Yes ___No, __________________________________________________ 
Retinitis Pigmentosa ___Yes ___No, __________________________________________________ 
Diabetes ___Yes ___No, __________________________________________________ 
Heart Disease ___Yes ___No, __________________________________________________ 
Stroke ___Yes ___No, __________________________________________________ 
Any other Problems ___Yes ___No, __________________________________________________ 

* I am signing below declaring that all of the information listed is my true 
condition to best of my knowledge* 

_______________________________________   __________________ ______________________________________   __________________ 
Patient’s signature                 date                   physician’s  signature              date 
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