Patient Name:
                                                            DOB:           /_     ___/
                          Date:
                /
            /_____
	Medical (check & list)
	Self
	Medications - List Names
	Relative - List Relationship

	Diabetes
	
	
	

	High Blood Pressure
	
	
	

	Cholesterol
	
	
	

	Heart Disease
	
	
	

	Thyroid
	
	
	

	Arthritis
	
	
	

	Cancer (list type)
	
	
	

	Asthma
	
	
	

	Behavioral / Psychiatric
	
	
	

	HIV / AIDS
	
	
	

	Herpes / Shingles
	
	
	

	Headaches/Migraines/ Seizures
	
	
	

	Allergies to Medication
	
	
	

	Other not Listed
	
	
	

	Ocular (check & list)
	Self
	Medications - List Names
	Relative - List Relationship

	Glaucoma
	
	
	

	Dry Eye
	
	
	

	Retinal Disease
	
	
	

	Macular Degeneration
	
	
	

	Eye Surgery
	
	
	

	Eye Injury
	
	
	

	Eye Allergies
	
	
	

	Blurred or Double Vision
	
	
	

	Other Not Listed
	
	
	

	Do you use tobacco products?   NO   YES   (If Yes: Type_____________ Amount_____________ How Long______________ ) 

Do you drink alcohol?   NO   YES   (If Yes: Type __________ Amount __________How Long____________ ) 

Do you use illegal drugs?   NO   YES   (If Yes: Type ___________Amount __________How Long____________ )


DO YOU CURRENTLY WEAR EYEGLASSES?      Y  or   N


ARE YOU HAPPY WITH THE VISION IN YOUR CURRENT GLASSES ?   Y or   N

WILL YOU BE UPDATING YOUR GLASSES TODAY? Y or N 
DO YOU WORK ON THE COMPUTER?  Y  or   N        HOW MANY HOURS PER DAY? _______

DO YOU WEAR CONTACT LENSES?   Y  (Type_______________)   N    or        INTERESTED IN THEM      Y    or     N
Dilation is part of the full health examination. Dilation side effects include light sensitivity and blurred vision at near for up to 6 hours. Please sign below if you chose NOT to Dialate your eyes today.

       __________________________________________________________DATE_______________
