
PATIENT:
PATIENT HISTORYPATIENT HISTORYEXAM DATE:            /       /CHART#:

AGE: SEX:D/O/B:         /         /

  NAME                                              STRENGTH    FREQUENCY NAME                                                STRENGTH    FREQUENCY

PAST EYE HISTORY
DO YOU HAVE

HAVE YOU HAD

NO YESRIGHT EYE YESLEFT EYE COMMENTS
(Please Check)

Distance GlassesReading GlassesContact LensesLazy EyeVision LossBlurry VisionEye PainRednessItchingDischargeFloatersFlashes of Light
CataractsGlaucomaRetinal DiseaseMacular DegenerationEye Surgery

ALLERGIES

REFERRING  DR:PRIMARY CARE  DR:PRIMARY CARE  DR. ADDRESS: REFERRING  DR. ADDRESS:
PRIMARY CARE  DR. PHONE: REFERRING  DR. PHONE:

FOR OFFICE USE ONLY

EYE MEDICATIONS OTHER MEDICATIONS



SOCIAL HISTORY

PAST MEDICAL HISTORY

(circle one) ingle arried ivorced idowed

SYSTEM NO

SYes No Assisted Living Facility

Do You Have Advanced Directives (Living Will)?

What Was The Date Of Your Last Tetanus Shot?

Pack / YearsDrink / WeekRetired
YES NO

(ie, THYROID)

Yes NoYes No
M D W

YES COMMENTS

Marital StatusLive AloneTobacco UseAlcohol UseOccupationHobbies

HeadachesNeurological DiseasesHead TraumaEar, Nose, Throat DiseasesBreathing DifficultyHeart DiseaseHigh Blood PressureDigestive DisordersUrinary Tract DisordersBlood DisordersEndocrine Diseases DiabetesMusculoskeletal ChangesSkin ProblemsCancerInfectious DiseasesAllergiesDifficulty HearingDo you wear Hearing Aids?Psychiatric DisordersOther



PAST MEDICAL HISTORY

PAST SURGICAL HISTORY

FAMILY HISTORY
FATHER MOTHER

DATE:

RE-ORDER #:  EIWF95

TECH: DR:

SIBLING COMMENTSCancerDiabetesHeart DiseaseHigh Blood PressureGlaucomaMacular DegenerationRetinal DetachmentBlindness



INTERVAL HISTORY
DATEREVIEWED TECH / DR.

DATE OF ORIGINAL HISTORY:

CHART #:PATIENT NAME:

INTERVALEVENTS NEWMEDS DISCONTINUEDMEDS
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