Family History
Please note yourself and family history (parents, grandparents, siblings, children) for the following conditions:
DISEASE/CONDITION NO YLES ? YOU FAMILY MEMBER
Blindness
Cataract
Crossed Eyes
Glaucoma

Macular Degeneration

Retinal Detachment/Disease

Diabetes

Heart Disease

High Blood Pressure :

Thyroid (Circle: Hyper, Hypo) _ _

Other
Review of Systems
Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO Yes ? SYSTEM NO Yes ?
CONSTITUTIONAL EARS. NOSE, MOUTH, THROAT

Fever, Unusual Weight Loss/Gain L | Allergies/Hay Fever L _
INTEGUMENTARY (Skin) U . L Sinus Congestion U L U
NEUROLOGICAL Runny Nose a i 2

Headaches Y L i Post-Nasal Drip i . U

Migraines (with Flashes:Yes  No ) il . Chronic Cough

Seizures Dry Throat/Mouth
EYES RESPIRATORY

Loss of Vision Asthma

Blurred Vision Chronic Bronchitis

Distorted Vision/Halos Emphysema

Loss of Side Vision L VASCULAR/CARDIOVASCULAR

Double Vision E Diabetes

Dryness L Heart Pain _ 3

Mucous Discharge U : _ High Blood Pressure L 5 L

Redness U _ L Vascular Disease i s &

Sandy or Gritty Feeling L . ! GASTROINTESTINAL

Itching U j Diarrhea u

Burning 3y ; 3 Constipation L j

Foreign Body Sensation ‘ L | GENITOURINARY

Excess Tearing/Watering : 1 Genitals/Kidney/Bladder

Glare/Light Sensitivity BONES/JOINTS/MUSCLES

Eye Pain or Soreness ; Rheumatoid Arthritis

Chronic Infection of Eye or Lid Muscle Pain

Sties or Chalazion ‘ Joint Pain 3 . 3

Flashes/Floaters in Vision(Circle which) .. LYMPHATIC/HEMATOLOGIC

Tired Eyes ¥ _ Anemia .
ENDOCRINE Bleeding Problems = _ _

Thyroid (Circle: Hyper, Hypo) | . ALLERGIC/IMMUNOLOGIC

Other Glands | PSYCHIATRIC

If you answered YES to any of the above or have a condition not listed, please explain and list medications:

PAYMENT IS EXPECTED THE DAY OF VISIT. PAYMENT OPTIONS INCLUDE CASH, CHECK, OR CREDIT CARD.

Reviewed: Dr. Signature: Date:




