MEDICAL HISTORY
Name_________________________________________________
     Birthdate____________________

Referring Doctor______________________________ Family Doctor______________________________

Reason for today’s consultation:___________________________________________________________
Social History

Do you smoke?  
   FORMCHECKBOX 
NO   FORMCHECKBOX 
YES     ____________Per Day

Do you drink alcohol?   FORMCHECKBOX 
NO   FORMCHECKBOX 
YES    How often?  Daily / weekly/ socially 

Do you exercise?         FORMCHECKBOX 
NO
   FORMCHECKBOX 
YES    How often?  Daily / weekly / occasionally

Your Occupation_______________________ Do you drive?  FORMCHECKBOX 
NO  FORMCHECKBOX 
YES     Do you live alone?  FORMCHECKBOX 
NO   FORMCHECKBOX 
YES
Ocular History

Have you ever had any injuries to your eyes or face?
      FORMCHECKBOX 
 NO  FORMCHECKBOX 
 YES  When?___________________
Type of injury and treatment:_________________________________________________________________
Have you ever had any eye or eyelid surgeries or procedures?         FORMCHECKBOX 
 NO  FORMCHECKBOX 
YES
Type of surgery and dates:___________________________________________________________________
Have you every had any facial or sinus surgeries or procedures?      FORMCHECKBOX 
 NO  FORMCHECKBOX 
YES
Type of surgery and dates:___________________________________________________________________
Have you ever been diagnosed with any eye disease or condition?      FORMCHECKBOX 
 NO  FORMCHECKBOX 
YES

Please explain_____________________________________________________________________________
________________________________________________________________________________________
Date of last eye exam: ________________________Doctor’s name__________________________________
Age when you first got glasses:__________________How old is your present pair of glasses?______________
Medications
Do you use artificial tears?      FORMCHECKBOX 
NO   FORMCHECKBOX 
YES    What brand?_______________How often?_______________
Do you use any other over-the-counter eye drops, eye ointments, or eye medications?   FORMCHECKBOX 
NO  FORMCHECKBOX 
YES  

For what condition?_______________________Name?____________________How often?_______________
Do you use any prescription eye drops, eye ointments or eye medication?      FORMCHECKBOX 
NO  FORMCHECKBOX 
YES
Please list:________________________________________________________________________________

________________________________________________________________________________________

Are you currently on a therapeutic aspirin regimen?    FORMCHECKBOX 
NO   FORMCHECKBOX 
YES 
Please list your current medications (including prescription medication, over-the-counter medications, vitamins, supplements and herbal products):
Name


Strength

times/day
Name


Strength

times/day
____________________________________________
___________________________________________
____________________________________________
___________________________________________
____________________________________________
___________________________________________
____________________________________________
___________________________________________
____________________________________________
___________________________________________
____________________________________________
___________________________________________
____________________________________________
___________________________________________
____________________________________________
___________________________________________
