MEDICAL INFORMATION
Patient Name : _____________________________________________________                  Date: ____________________

Patient Drug Allergies:   □NO  □YES   Please List: ______________________________________________________

Patient’s Medical History

                                                                       YES        NO                                                                  YES             NO

Parkinsons                                                                          Multiple Sclerosis

Stroke / TIA /CVA
Cancer: Type _____________

Alzheimer’s disease
Thyroid Disease / Goiter

Neuropathy
Hernia

Headache / Migraine
Hepatitis A / B / C

Seizures
Kidney / Dialysis

Shingles / Herpes
Cirrhosis

Congestive Heart Failure
Anemia

Heart Attack / MI
HIV / AIDS

High Blood Pressure /Hypertension
Chronic Diarrhea

Coronary Artery Disease
Stomach Acid Reflux / GERD

Irregular Heartbeat / Atrial Fib
Stomach Ulcers 

Diabetes – Non Insulin
Arthritis

Diabetes – Insulin Dependent
           
  Rheumatoid Arthritis

High Cholesterol
              Anxiety

TB
                   Depression

COPD / Emphysema / Asthma
                           Psoriasis (Skin)


Chronic Bronchitis
                          Rosacea (Skin)                           


Sinus Problems
                                             Weight Loss / Weight Gain                     

Chronic Cough:
                                Myasthenia Gravis                       

Other:
            Other:

Patient’s Oral Medications

         Name of Medication                                                                             Prescribed For

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Other over-the-counter medications, vitamins, aspirin, etc. __________________________________________

__________________________________________________________________________________________














Turn Over ►

Patient’s Surgical History 

                                                                          YES       NO                                                                                  YES    NO
	Tonsils
	
	
	Mastectomy    R    L    Both
	
	

	Hysterectomy
	
	
	Heart By-pass 
	
	

	Gall Bladder
	
	
	Heart Stents
	
	

	Appendix
	
	
	Pacemaker
	
	

	Defibrillator
	
	
	Hip / Knee Replacement
	
	

	Other :
	
	
	
	
	


	Patient’s Eye History
	Yes
	No
	Patient’s Eye Surgeries
	Yes
	No

	Glaucoma
	
	
	Cataract:      Right Eye  /  Left Eye
	
	

	Macular Degeneration
	
	
	Laser Capsulotomy
	
	

	Diabetic Retinopathy
	
	
	Retinal Laser (s)
	
	

	Dry Eyes
	
	
	Glaucoma
	
	

	Strabismus (Lazy Eye)
	
	
	Scleral Buckle (Retinal Detachment Repair)
	
	

	Styes / Chalazions
	
	
	Vitrectomy
	
	

	Double Vision
	
	
	Eye Muscle Surgery
	
	

	Cataracts
	
	
	LASIK / Other:
	
	

	Other:
	
	
	Other:
	
	


                   Family History (Blood Relatives)

	
	Yes
	No
	WHO

	Diabetes
	
	
	

	Cancer
	
	
	

	Heart Disease
	
	
	

	High Blood Pressure
	
	
	

	Stroke
	
	
	

	Glaucoma
	
	
	

	Macular Degeneration
	
	
	

	Retinal Detachment
	
	
	

	Other:
	
	
	


Personal History

Alcohol    Yes □     No □  Amount __________        Drug Abuse    Yes □      No □        

Pregnant or Nursing    Yes □    No □

Tobacco      Yes □    No □    Packs per day ______   How many years ______  Year quit _______
Able To Drive   Yes □    No □                                  Do You Live Alone     Yes □    No □    
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