


Name Date

Past Medical History:

Are you currently being treated for or have you in the past had problems with any of the following? If so
please check.

Eye Disease Arthritis or joint disease
Headaches or Neurological disorders Nervous (Psychiatric) disorders
Ear Nose Throat problem High Blood Pressure

Lung Disease : Diabetes

Heart Disease Skin Diseases

Blood Disease
Fever or Weight Loss
Thyroid Problems

Stomach Disease (Gl)
Kidney Problems
Prostate Problems

If yes, please explain

Surgeries:
List any Eye surgery OR OTHER SURGERY you have had.

Medications:

Please list all medications you are taking.

Allergies:

Are you allergic to any medications? yes no

If so what kind

\

Family History:
Has anyone in your family ever had any of the following?
glaucoma cataract blindness other eye disease

diabetes

List any disease that runs in your family

Social History:

Do you smoke? Did you ever smoke?
Do you consume more than one or two alcoholic beverages per day?
yes no

Do you live alone? yes no





