B Arirnicat EIRST CHGICE FOR ETECARE [

Y

PATIENT HISTORY O\UESTIONNAIRE

(mm_p/erwn r.;'guzrea’ at éach patienr appar;zmmr}

Last name First name, M1

Address . )

Telephone (W) ; (H)__

55N it g - _. Date of birth

Occupation___ ' , =
Employer _

Emergency conuact/ l"elephone Number

Date of last eye exam 0 Dilated? Today's date

Medical -.Inf(’fmaﬁ‘j’.li;‘; T

What is your general healeh?

Do you have probléms with any of these systems? (please circle all that apply)  Eyes _ Y/N

Gastrointestinal Y/N  Nervous YN Mental Y/N
Ears/Nose/Throat Y/N  Genitourinary YIN - Endpcrine (glands) Y/N

Cardiovascular +~ Y/N  Musculoskeletal YN | Blood/lymph YN

Respiratory’ Y/N  Integumentary (skin)  Y/N ° . Allergic/immunologic ~ Y/N

Pleaﬁe CKPlﬂ_in ‘ .

Please asiswer all that apply: 5

Diabetes YN Type Date of diagnosis

Allergies Y/N Allergic to what?_| _ : “What happens? R
Medication allergy YYN What happens? s : _ Headaches Y/IN
- Other health problems

Current medication(s) ; . .

Have you had any operations? Y/N Kind? . When? ;

Do you use cigarettes/tobacco? Alcohol? Ovher stibstance(s)? S

Name of family doctor _ Dte of last visit -

Date of Jast tetanus shot :

Family Hisiory. _

High blood pressure Y/N Relation Macular degeneration Y/N Relation

Diabetes Y/N Relation _ ‘ Retinal detachment Y/N Relation

Glancofa Y/N Relation ' : . Cagriels - Y/N Relation

Other gye condition(s) Y/N What kind? e Relation

Persondl Ey_ei Information -7 - - sl de ey K

Have you had any eye operatdons? Y/N Type__. Date

Have you had an eye injury? Y/N Kind : , 12ate

Do you have glaucoma? Y/N Cataracts? Y/N Dy eyes? Y/N Blurred vision? Y/N

Othereye problems?  Y/N  What kind? ;

Do you wear glasses? Y/ N Contact lefises? Y/N Type

Additional infarmation :

Whom may we th;ml{ for referrmg you?

{1935 05/01

Doctor’s initials -




