
INTERIM MEDICAL HTSTORY

Date

Name_
Date of last eye exam

What new medications (Rx & OTC) do you currently take?

?: /_"1 have any new all,eigres tfiAic"tdfis_; y"*lasi
If YES, list the medications:

visit? YES NO

Have you had any major visit?

Have you had any surgeries siilt* l";f"iiiii

anation of problem

q ry EBAU_qo N s r r f uT r o NA L
EARS, NOSE, THROAT
CARDIOVASCULAR
RESPIRATORY
GASTROINTESTINA'
GENITAL, KIDNEY, BLADDER
rytL SqL_ES. !gr\ ES, JO r NTS

NEUROLOGICAL 
'_ -

PSYCHIATRIC
ENDOCRINE
BLOOD, LYMPH
ALLERGIC, IMMUNOLOGIC

currentl have an blems in the followi areas? If "YES" information.

FAMILY
Any changes to family medical status (niother,
If YES, describe

father. sibl ing, grandparent)? YES NO

SOCIAL
Changes in employment?
Marital Status (manied, diuo..@
[,iving arrangements
Do you drive?
Do you have visual difliculty when driving?
Do you have problems with night vision?
Do you drink alcohol? yES

YfrS
YES
YES

NO
NO

NO If YES:
NO If YES:

NO
occasional
occasional

I per day
%packlday

2-3 I day 4+ I day
lpacklday l+paclk

Do you smoke? yES

Physician's Signature


