LMerican PATIENT HISTO
RY QUESTIONNAIRE
maﬂ m (completion required at each patient appointment)

Last name .

s e Fisst name : Middle initial ___
City Stare i

Telephone (W) (H) “ip

SSN . - Date of Birth

Occupation
Employer
City State Zip
Emergency contact/Telephone number
Date of last eye exam Dilared? Today's Date

Medical 1nformation

What is your general health?

Do you have problems with any of these systems? (please circle all shar apply) Eyes Y/N
Gastrointestinal Y/N Nervous Y/N Mental Y/N
Ears/Nose/Throatr Y/IN Genitourinary Y/N Endoetine (glands) Y/IN
Cardiovasculay Y/N Musculoskeletal Y/N Blood/lymph Y/N
Respiratory Y/N Integumentary (skin)  Y/N Allergie/immunologic Y/N

Please explain

Please answer all thar apply:

Diabetes Y/N Type Date of diagnosis
Allergies Y/N  Allergic to what? Whart happens?
Medication allergy Y/N Whar happens? Headaches Y/N

Other healch problems
Cuttent medication(s)

Have you had any operations? Y/N Kind? When?
Do you use cigarettes/tobacco? —— Alcohol? Other subsrance(s)?
Name of family doctor Date of last visit

Dare of last retanus shot

High blood pressure Y/N Relation Macular degencration Y/N Relation
Diabetes Y/N Relation Retinal detachment Y/N Relation
Glaucoma Y/N Relation Cataracts Y/N Relation
Other eye condition(s) Y/N What kind? Relation
Personal Lye Information
Have you had any eye operations? Y/N Type Dace
Have you had an cye injury? Y/N Kind Date
Do you have glaucotna YIN . Cavaracts? YN ___ DryEyess YYN ________ Blurred visions? Y/N

Other eye problems? Y/N e What kind?
Doyouwearglasses? YYN_____ Contact Jenses? Y/N Type
Additional information
Whom may we thank for referting you?
Docror’s initials




