
NAME :_____________________________________________________  AGE:____________  DATE:________ 
PLEASE CHECK YES OR NO IN  THE APPROPRITE SPACES: 
                                                           YES         NO 

REDUCED VISION                                                      

DOUBLE VISION   

EYE PAIN   

EYE REDNESS   

EYE DISCHARGE   

EYE ITCHING   

EYE BURNING   

EYE TEARING/WATERING   

GLARE OF LIGHT 
SENSITIVITY 

  

FLOATER(S) OR FLASHING 
LIGHTS 

  

 
HAVE YOU EVER BEEN TOLD YOU HAVE THE FOLLOWING EYE PROBLEMS : 
                                        FAMILY HISTORY 
                                                                                        YES     NO           YES  NO 

NEAR-SIGHTEDNESS (CAN ONLY SEE 
NEAR) 

    

FAR- SIGHTEDNESS (CAN ONLY SEE FAR)     
CATARACTS     
GLAUCOMA     
MACULAR DEGENERATION     
DRY EYES     
OTHER EYE DISEASES     
ANY EYE SURGERY     
AMBLYOPIA (LAZY EYE)     

 
DO YOU CURRENTLY HAVE ANY OF THE FOLLOWING HEALTH PROBLEMS:                                
                                                         YES  NO                                           

COLD   
DRY MOUTH   
SHORTNESS OF BREATH   
ALLERGIES   
CHEST PAIN   
HEADACHE   

 
HAVE YOU EVER BEEN TOLD YOU HAVE THE FOLLOWING HEALTH PROBLEMS : 

       FAMILY HISTORY 
                                                        YES   NO           YES   NO 

HIGH BLOOD PRESSURE 
(HYPERTENSION) 

    

HEART DISEASE     
LUNG DISEASE     
ALLERGIES     
CANCER     
STROKE     
MIGRAINES     
ARTHRITIS     
HIGH CHOLESTEROL     
DIABETES     
ANY OTHER DISEASES     

 YES    NO 
DO YOU WEAR GLASSES?   
DO YOU WEAR CONTACT LENSES?   
DO YOU CURRENTLY SMOKE?   
DO YOU CURRENTLY DRINK?   

 
LIST ALL CURRENT MEDICATIONS: _________________________________________________________________________________ 
 
LIST ALL DRUG ALLERGIES:____________________________________________________rash/ shortness of breath / GI upset /  other 
______________________________________________________________________________ _rash/ shortness of breath /  GI upset /  other 
 
PATIENT’S SIGNATURE: _____________________________________________________________ DATE:_________________________ 
 
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____      
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____      
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____ 
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____      
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____      
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____ 
REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:___      REVIEWED:_____DATE:_____ 


