Health and Vision History

[JRecent Fever/Chills
[(OWeight Loss [1Gain
[1Jaw/Facial Pain

Cardiovascular

[] High Blood Pressure

] Rapid/Irregular Heart Beat
L] Coronary Artery Disease
] Artificial Heart Valve

[J Pacemaker [IDefibrillator
[] Stroke

[JHigh Cholesterol

Ear, Nose and Throat

[JHearing Loss

(JEar Pain

(Jstuffy [ Runny Nose
(IDry Mouth

Respiratory
[JCough [IWheezing

[] Sleep Apnea
[JAsthma
[JcopD

Gastrointestinal

[[JRecent Upset Stomach
[[JRecent Diarrhea [JConstipation
[Hepatitis Type

[IGERD (GastroEsophageal Reflux Disease)

[JIBS [Colitis

Musculoskeletal
[Joint Pain [IStiffness
[JArthritis [] Osteo [] Rheumatoid

Skin
[JRash

[] Rosacea
[Lupus
[ISkin Cancer

Neurological
[[IHeadaches [] Migraines

[ISeizures

[IStroke

[] Multiple Sclerosis
[IBell's Palsy

[] Dementia [JAlzheimer's

Psychiatric
[IDepression

[JAnxiety
[Jinsomnia
CJpTSD

[JADHD [] ADD

Endocrine

[Diabetes [] Type 1 [ Type 2

»* Last A1C/Blood Sugars Number :
Date Taken:

[IThyroid Abnormality [JHypo [] Hyper [] Hashimoto

[JPituitary Disorder

Hematologic/Lymphatic
[ JAnemia
[[] Sickle Cell Anemia/Trait

Allergic/Immunologic

[IEnvironmental Allergies (Plants/Animals)

[] Adhesives, Tapes, Glues
[Latex

[Lidocaine

[ Shellfish [] lodine

[ OTHER

[JAre You Pregnant? Due Date?

[l Do you use a computer?

How Many hours Per Day?




Surgical History [IDailies [ IBi-Weekly [ IMonthly [ 1Gas Permeable

Please list Major surgeries and Year

[ISpherical [JAstigmatism [_JMultifocal [ IMonovision

L]
|
|
g
Family History
Were there any complications with anesthesia? .
What Self Mother Father Brother Sister
[ JYes/ /No —
Please Explain [Cataracts ] ] L] L] L]
[JMacular Degeneration [ ] [ [] []
[JRetinal Disorder ] ] L] L] L]
[IBlindness ] ] L] L] L]
Do you use Tobacco? [ Yes [ INo [JFormer - Glaucoma - - - - -
[[] Strabismus=Cross eyed [ O] 0] L] L]
[Cigarettes [ JPipe [JChewing Tobacco ClAmblyopia=Lazy eye  [] ] ] ] ]
How Much? Ccancer O O O O O
Forhow long? ] Diabetes O O O O O
Year Quit [IHigh Blood Pressure [ U] U] U] U]
[JCardiovascular Disease [] O] O L] [
zjwy:ZZrZZZZZZ/DWZjENO Former Medication Allergies Reaction
Vear Quit? [Penicillin
Type: [JSulfa
[JBeer [ Wine [ IHard Liguor [ICodeine
[Jothers
Do you use recreational drugs?[ Yes [ JNo [JFormer
What type?
Medications

Please list all your current medications/Supplements

Do you wear Contact Lenses? [ Yes [ INo Medications Dosage







