
MEDICAL HISTORY 
Name Age - Birthdate 1 ----- 1 ----- 
Address City State zip- 
Guardian (if applicable) Phone ( ) Cell Phone ( ) 

Social Security - - Occupation Email 

Last Eye Exam ----- 1 ----- 1 Last Physical Exam ---- 1 C--- PCP 
Do you have vision insurance? a No Cl Yes If yes, insurance carrier 
Do you have health insurance? a No a Yes If yes, insurance carrier 
Do you have medicare? 0 No a Yes 

Medical History 
List medications you take (including oral contraceptives, aspirin, over-the-counter medications, and home remedies) 

Check any of the following that you have had: Cl age-related macular degeneration a inflammatory 
disorder O cataract # strabismus O kerataconus 0 amblyopia 0 glaucoma suspect Cl glaucoma O 
surgery 0 retinal degeneration/hole/detachmenr Ci patching D eye injury CII none 

Are you pregnant andlor nursing? CI No 0 Yes 
Do you wear glasses? 0 No Yes If yes, how old is your present pair of lenses? 
Do you wear contact lenses? 0 No a Yes If yes, what brand? 
Type of contact lenses: 0 Rigid a Soft CT Extended Wear 0 Other Are they comfortable? d No CI Yes 

Family History 
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions: 

Disease/Condition Ye No ? Relationship 
Thyroid Disease 0 a CT 
Diabetes a CI a 
Hypertension 0 a 0 
Cancer 0 a 0 
Strabismus a a a 
Cataract a a 0 
Glaucoma Suspect a CI U 
Amblyopia a a a 
Severe Myopia 0 a a 
Macular Degeneration CI 0 CT 
Retinal DetachmentlDisease 0 a a 
Glaucoma a 0 a 
Severe Hyperopia 0 Cl 0 
Other a a 0 

Social History - This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer. 

a Yes, I prefer to discuss my Social History information directly with the doctor. 
Do you drive? 0 No a Yes If yes, do you have visual difficulty when driving? 0 No 0 Yes If yes, please describe: 

- - -- 

D o  y o u  u s e  t o b a c c o  p r o d u c t s ?  a N o  CI Y e s  I f  y e s ,  t y p e / a m o u n t / h o w  l o n g  
Are you a Former Smoker CI Current Occasional Smoker 0 Current Everyday Smoker 
Do you drink alcohol? a No O Yes If yes, type/amount/how long 
Do you use illegal drugs? a No tl Yes If yes, type/amount/how long 
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