HEALTH HISTORY

Fill out this infermation fo the best of your ability. Providing incorrect Information can be dangerous to your health. Please inform our
office when there are any changes in the medical information you provide below.

Do you currently wear glosses or confocts? L1 Al the time [ Cccasionally O e
Do you wear them far [ Reading Ow O Computer Work [ Criving

Have you ever had the following eye conditions? (Circle Mo or Yes, leave blank if uncertain)

Sandy or Gritly o Mo es Glavcoma, Cotorads, Etc....... AT Mo Yes Loss of Side Vision ..., Mo  Yes
BRI vvac oo i smiciasis Bearamsradincrss Mo Yes Legeinb Wislan,abeiimanma s Ma Yes Double Wision ... Mo  Yes
BUPRING coeeieninineseseaesaens s srans Mo Yes Blurred Wision ......oieieren Mo Yes BN MBS ooy s Mo Yes
Foreign Body Sensafion ..o . Mo Yes Fluctuating Yision ............. Mo Yes Mucous Discharge ..., Mo Yes
Excoss Teoring i mnsmanianas Mo Yes Distorted Vision ............... . Moo Yes Resd riess e Mo  Yes
Glare/Light Sensitivity ..o, Mo Yes Tirad Eyma .t mas Mo Y Lozy Eye/Crossed Eyu ............. Mo Yes
Pain or Soreness ..., S frrs e Mo Yes Draoping Evelid ..o oo, Mo Yes 2ot e b Mo Yes
Inbedhemins e s R Mo Yes
Raeview of Systems: Please indicate any personal history below:
L] canstitutional Symptoms
Good general health lately C.... Mo Yes [ RespT_rnhrr = HPHUEPEI‘EIE’M
R t Chronic or frequent coughs ...... Ma Yes Joinl pain .. Mo Yes
moont waight change v Mo Yes FAET :
Shortness of hreath Mo Yes Jaint stifiness or swalling ... Mo Yas
et AR Mo Yes ;
Fafi N Wheezmg R i 71 ) Muscle pain or eramps ... Mo Yes
THGUE covresoosrassnssossssnssrnssnagsoses o Yes Spitfing up hlnad ..................... Ma Yes Weakness pain or cramps | . Mo Yes
[l Eur.-"HusE,.-"Mul..lihﬁhrouf [ Gastrointestinal Back paln.. i . Mo Yes
Earoches or drainoge .....ooevvees Mo Yes Loss of appefite ... Mo Yes Cold extremities ..... . Mo Yes
Chranic sinus prablem or rhinitis Mo Yes Change in bowel movements ... No Yes Difficulty in walking .....oocevveeeen, Mo Yes
Mose bleeds ... i Mo Yes Freguent diarrhea .. iheaieinee,NO Yes (] Allergic/Immunologic
Mnm].\ FOTBE irmin -~ No Yes Mausea or wurniﬁng .................. Mo Yes History of skin readtion or ofher adverse
Bleading gums ........... w Mo Yas Painful bowsl movements reachion fo:
Bad.braath or bad faste . . No Yes or consipafion ... Mo Yes Penicillin ar other anfibiotics ...... Mo Yes
Hearing loss or injury .......... . No Yes Rectal bleeding or bload in stocl Mo Yes Marphine, Demeral, ar ather
0 sore throo! ar voice change ... No Yes Abdeminal poin o Mo Yes VENCOMES 1earsiussanisnanonsisaniinsisinss Mo ‘Yes
Neurological _ [ psychiatric Movocain or olher anesthetics ... Mo Yes
Numhrfess srtingling semlion; - Mo:ves Memory loss or confusion _........ Mo ‘Yes Aspirin or c!_!hur poin remedies ., Mo Yas
Py n e Mo Yes : Tetants arfilexii or alfer
Depression i Mo Yes
Headaches Me Yes serums Mo Yes
Y : Mervousness Mo Yas WIFTIS s aibrmadnmnseiasnas iosas sasapanionss
Light headed or dizzy ... Mo Yes : lodine, Merhialate ar other
: ; [T 14 T o oo e T et Mo Yas v
Convulsions or seizures Mo Yes 0 AAIERRNCE 1ot esss s Mo Yes
Tramars ........ v Mo Yes Cardiovascular
Heod Injury ..o Mo Yas Hemh Iroubles o L o o Yos Chher drugs/medications:
[l Hematologic/Lymphatic Ches! pain ar anging pecteris ... Mo Yes
T 1T U Me Yes Palpitation ... e Mo Yes =
Bleeding or bruising tendency ...  MNo Yas ShT‘:‘”m; of brecth w/walking
Slow ta heal after cut ... Mo Yes OF NG dOWN -y rieins Mo Yes s
BRIESIS oo Mo Yas Swalling of feet, ankles or honds Mo Yes Knowy;food alBrgias:
Past transfusion Mo Yes
Enlargad glonds e Yes
Use of Alcahol: ] Never U Raraly [ Moderate O Daily
Use of Tobocee: [ Never L] Previcusly but not in the past year(s) Current packs/doy:
Previous Hospitalizations/Surgeries/Serious llinesses Whent Haspital, City, State
Medications: (include Man-Prescripfion)
Fomily Medical Histery:  Age Medicel/Eye Dissases If Deceased, Cause of Death
Father
Mother =
Siblings
Spouse
Children




