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MEDICAL HISTORY 
 

Medical History:       Surgical History:                Family/Social History: 
__Diabetes        __Cataract Surgery Right/Left/Both __Blindness     Mom/Dad/Brother/Sister 
__High Blood Pressure      __Surgeries (please list):   __Glaucoma    Mom/Dad/Brother/Sister 
__Asthma/Emphysema      _________________________ 
__High Cholesterol       _________________________  Alcoholic Drinks per Day? 
__Heart Disease       _________________________  __ 0     __ 1-2     __ 3+ 
__Cancer       Allergies:  __No Known Allergies    
__Glaucoma        Latex    __Yes   __No  Cigarettes per Day? 
__Macular Degeneration      Iodine  __Yes   __No  __ 0     __ 1-2     __ 10+ 
__HIV/AIDS        Other Allergies:  ________________   
__Hepatitis      ________________ 
__Other________________      
            ________________        History of Staph/MRSA 
MEDICATION LIST        __Past __Present  
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Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 

Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 

Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 

Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 
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REVIEW OF SYSTEMS 
Do you currently have any problems in the following areas? 

 

EYES 
Glaucoma     __ Yes   __No ___________________________________________ 
Retinal Disease    __ Yes   __No ___________________________________________ 
Eye Inflammation (Uveitis)   __ Yes   __No ___________________________________________ 
Cataract     __ Yes   __No ___________________________________________ 
Distorted Vision or Halos   __ Yes   __No ___________________________________________ 
Discharge     __ Yes   __No ___________________________________________ 
Redness     __ Yes   __No ___________________________________________ 
Loss of Vision or Blurred Vision  __ Yes   __No ___________________________________________ 
Loss of Side Vision    __ Yes   __No ___________________________________________ 
Foreign Body Sensation   __ Yes   __No ___________________________________________ 
Tearing/Watering/Itching   __ Yes   __No ___________________________________________ 
Glare/Light Sensitivity   __ Yes   __No ___________________________________________ 
Eye Pain/Soreness/Burning   __ Yes   __No ___________________________________________ 
Infection of Eye or Eyelid   __ Yes   __No ___________________________________________ 
Temporary Blurring of Vision   __ Yes   __No ___________________________________________ 
Double Vision or Crossed Eyes  __ Yes   __No ___________________________________________ 
Lazy Eye (Amblyopia)    __ Yes   __No ___________________________________________ 
Drooping Eyelid    __ Yes   __No ___________________________________________ 

If you are frustrated by droopy eyelids, tell the technician or doctor during your examination.  Repair of droopy 
eyelids is one of the most common surgeries that we perform and the cost of surgery is often covered by your 
insurance.    

GENERAL MEDICAL 
Fever      __ Yes   __No ___________________________________________ 
Weight Loss     __ Yes   __No ___________________________________________ 
Ears, Nose, Throat    __ Yes   __No ___________________________________________ 
Cardiovascular (Heart)   __ Yes   __No ___________________________________________ 
Gastrointestinal (Stomach/Bowel)  __ Yes   __No ___________________________________________ 
Genital/Kidney    __ Yes   __No ___________________________________________ 
Skin/Breast     __ Yes   __No ___________________________________________ 
Blood/Lymph     __ Yes   __No ___________________________________________ 
Allergy/Immune System   __ Yes   __No ___________________________________________ 
Respiratory (lungs)    __ Yes   __No ___________________________________________ 
Psychiatric (mental)    __ Yes   __No ___________________________________________ 
Musculoskeletal    __ Yes   __No ___________________________________________ 
Neurologic     __ Yes   __No ___________________________________________ 
Endocrine (diabetes, thyroid, etc.)  __ Yes   __No ___________________________________________ 
Other      __ Yes   __No ___________________________________________ 
 

Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 

Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 

Reviewed with Patient:_________  Date:_______ Reviewed with Patient:________  Date:______ 


