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Burnet Eye Care & Llanc Eye Care
Medical History Form

Today's date Patient name Date of birth
Previous Eye Doctor Address .

Phore Date of last visit Reason for visit

Primary Physician Address

Phone

Medications and Allergies ' o

Current medications (or please provide us with a lisi of medications)

Are you allergic tc any medications? —Yes =No Provide details if yes.

Eye Surgical information o
Date Eye Procedure Surgeon Complications

t——r————te et

Review of Systems Please mark those that apply to you.

oHigh blood pressure
oHeart attack
zCongestive heart faillre
aChest pain {(angina)
olrregular heart beat
sEmphysema
oAsthma

aBronchitis
aShortness of breath
oFrequent cough
olUlcer

oFrequent heartburn
oHepatitis

aColitis / diverticulitis
cKidney disease (on dialysis)
cEnlarged prostate
oSkin disorders
=Autcimmune disorder
oinfectious disease
SArthritis

aMuscular dystrophy
olnjury to extremity
oStroke

sParkinscn’s disease
cTremors

=Migraine or other severe headache
sMultiple sclerosls
=Anemia or swollen glands
oEczema, hives

oHay fever

sAnxiety

aDepression

zPsychiatric iliness
oDiabetes

=Thyroid disease
aHIV/IAIDS

=Cancer

zWeight gain/loss
oUnexplained fatigue
“Unexplained fever
2Sinusitis

=Nose or throat probiems
=Hard of hearing

sHigh cholesterol

2C0ther

Diabetic Information If you are diabetic or taking medication for diabetes, please complete:
SMBS: Self-Monitoring Blood Sugar Test AND/OR HgbA1c: Hemoglobin A1c test

Date Type of test 2SMBS  oHgbAlc
Value —fasting cpost-breakfast cpost-lunch opost-dinner
Date Type of test :SMBS  SHgbA1c
Value ~fasting ocpost-breakfast opest-flunch  opost-dinner
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Past / Present Ocular History

Please list any past or present ocular ilinesses, symptoms or problems

oGlaucoma

oCataracts

nAge-related Macular Degeneration
oEye Injury

- oRetinal Disease/Detachment
oBlindness

c 1

Date diagnosed

oStrabismus

cAmbiyopia (lazy eye)

oDiabetes

oDry Eve

oCther

Family History Have you or a family member ever had:
Glaucoma ayou ofamily
Macular degeneration ocyou cfamily
Cataracts ayou ofamily
Retinal disease/detachment cyou cfamily
Amblyopia (lazy eys) ayou ofamily
Vascular disease oyou ofamily
Eye injury ocyou ofamily
Blindness oyou  mfamily
Strabismus zyou cfamily
Stroke aoyou  Sfamily
Heart disease cyou  family
Hypertension gyou c—family
Cancer ayou cfamily
High cholesterol oyou cfamily
Diabetes ayou cfamily
Kidney disease ayou  =family
Unknown o

Other

Social history

oNever Smoked

oPrevious Smoker: Year quit smoking
aCurrent Smoker: packs per day

oDip/Snuff/Chewing tobacco
oVapor cigarettes
zDo not drink alconhol

oSocially/Oceasionally drink alcohol

oDrink alcohol 3 or less per week
oDrink alcohol 4 or more per week

Women:
Are you pregnant? oyes
Are you currently nursing?

ono
ayes

Contact Lens History If you currently wear contacts:
zHard lenses

=8oft lenses

ckxtended wear (you sleep in them)
Manufacturer

Lens name

Power Rig 1t eye Left eye

Basecurve ________ _ Diameter
Number of hours worr daily

How often do you repl ace them?
=Daily 22-3 weeksolV anthlyaOther

Computer How many hours per day do you work on a
computer?

Hobbies




