Patient History and Review of Systems
Patient Name: DOB: / /
Height: Weight: Race:
What do you currently wear? Circleall thatapply ~ Eyeglasses Contact Lenses No correction

Please circle if you have a history of any of the following medical conditions:
Asthma  Diabetes Hepatitis HIV/AIDS Hyperthyroid Stroke
COPD End stage renal disease  High blood pressure  High Cholesterol Hypothyroid None

Please list any past surgeries:

Please circle if you have a history of any of the following eye conditions:
Cataracts Dry eyes Macular degeneration Strabismus Floaters
Diabetic retinopathy Glaucoma/suspect  Retinal tear/detachment Vitreous detachment None

Please list any eye surgeries or injuries:
Do you take any medications? Yes No Please list all medications and dosages:

Are you allergic to any medication? Yes No If yes, please list the medication and give the reaction:

Do you smoke? Yes No Ifyes, how often do you smoke? Daily Some days

Do you use recreational drugs? Yes No Do you use IV drugs? Yes No

How often do you drink alcohol? None less than 1 drink/day  1-2 drinks/day 3 or more drinks/day

Do you feel safe at home? Yes No

Do you drive your car?  Daytimeonly  Drive nightand day Do not drive

How often do you exercise? Several times/day once/day afew times/week a few times/month  never
What is your caffeine use? Several times/day once/day a few times/week a few times/month  never
Family History: Check all that apply and list the family member(s):

Diabetes Heart disease Macular Degeneration

Hypertension Glaucoma Retinal Detachment

Please circle if YOU have any of the following:

Poor vision Diabetes Type 2 Amaurosis fugax Upset stomach Seizure

Vision loss Diabetes Type 1 Fever Diarrhea Stroke

Floaters High blood pressure Chills Constipation Paralysis

Flashes of light Asthma/COPD Weight loss Burning on urination  Anxiety/Depression
Eye surgery/injury  Wheezing Stuffy nose Urinary frequency Insomnia

Glaucoma Shortness of breath Ear ache Incontinence Thyroid abnormality
Eye pain Kidney disease/failure  Cough Joint pain/stiffness Bleeding

Tearing Allergies Dry mouth Acrthritis Anemia

Redness Jaw pain Rapid heart beat Rash Hay fever

Headache Scalp tenderness Congestion Changing moles Hives

Please circle if YOU have any of the following alerts:

Allergy to latex Acrtificial joints MRSA Rapid heartbeat with epinephrine
Allergy to adhesive Blood thinners Narrow angles Pregnancy or planning pregnancy
Allergy to lidocaine Defibrillator Pacemaker Pseudoexfoliation Syndrome

Acrtificial heart valve Flomax Premedication (rior to proceduresy  Steroid responder






