




Name: Date:

Occupation: Employer:

(   ) LOSS OR BLURRED VISION (   ) GLARE/LIGHT SENSITIVITY OR HALOS

(   ) DOUBLE VISION (   ) EYE PAIN OR SORENESS

(   ) ITCHING, BURNING OR DISCHARGE (   ) INFECTION OF LIDS, STYES

(   ) REDNESS (   ) GRITTY FEELING, DRYNESS, OR TEARING

(   ) FLASHES/FLOATERS

LIST ALL PRESCRIPTION MEDICATIONS: LIST ALL OVER THE COUNTER MEDICATIONS:

LIST ALL EYE DROPS USING: LIST ALLERGY/SENSITIVITY TO MEDICATIONS

HAVE YOU EVER BEEN DIAGNOSED WITH? LIST ALL SURGERIES AND THE YEAR:
CATARACTS Y N

GLAUCOMA Y N

MACULAR DEGENERATION Y N

DIABETIC RETINOPATHY Y N

CROSSED/LAZY EYE Y N

DO YOU SMOKE: Y N HOW MUCH FORMER YEAR QUIT

DO YOU DRINK? Y N HOW FREQUENTLY

ARE YOU PREGNANT? Y N

HAVE YOU EVER WORN OR CURRENTLY WEAR CONTACT LENSES? Y N

IF YOU WEAR CONTACT LENSES, LIST BRAND:

SEE REVERSE SIDE

West County Ophthalmology

SOCIAL HISTORY

CHECK CURRENT EYE SYMPTOMS



CONSTITUTIONAL:

(   ) WEIGHT GAIN  (   ) WEIGHT LOSS  (   ) FEVER/CHILLS

ENT:

(   ) NOSE/SINUS PROBLEM  (   ) HEARING LOSS  (   ) THROAT/SWALLOWING PROBLEM

CARDIOLOGY:

(   ) CHEST PAIN/ANGINA  (   ) HIGH BLOOD PRESSURE   (   ) HEART CONDITION

RESPIRATORY:

(   ) SHORTNESS OF BREATH   (   ) EMPHYSEMA   (   ) ASTHMA

GASTROENTEROLOGY:

(   ) ULCER   (   ) HEARTBURN/REFLUX   (   ) LIVER CONDITION   (   ) INTESTINAL/BOWEL PROBLEM

UROLOGY:

(   ) LOSS OF BLADDER CONTROL   (   ) DIFFICULTY URINATING   (   ) KIDNEY DISORDER

DERMATOLOGY:

(   )RASH   (   )SKIN CONDITION   (   )SKIN CANCER

MUSCULOSKELETAL:

(   ) JOINT PAIN/SWELLING  (   ) ORTHOPEDIC PROBLEM

NEUROLOGY:

(   ) FREQUENT HEADACHES   (   ) MIGRAINES   (   ) OTHER NEUROLOGIC CONDITION

HEMATOLOGIC:

(   ) BLEEDING/BRUISING PROBLEM   (   ) ANEMIA   (   ) DIABETES   (   ) CANCER   

(   ) HIGH CHOLESTEROL

HORMONAL:

(   ) THYROID CONDITION

PSYCHOLOGY:

(   ) DEPRESSION   (   ) ANXIETY   (   ) SLEEP DISTURBANCE   (   ) DEMENTIA   (   ) ALZHEIMERS

ALL OTHER

GLAUCOMA DIABETES

MACULAR 

DEGENERATION

RETINA 

DETACHMENT

HIGH BLOOD 

PRESSURE

HEART 

DISEASE STROKE CANCER

MOTHER [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

FATHER [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

SIBLINGS [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

CHILDREN [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

MATERNAL 

GRANDMOTHER
[  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

MATERNAL 

GRANDFATHER
[  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

PATERNAL 

GRANDMOTHER
[  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

PATERNAL 

GRANDFATHER
[  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

MATERNAL AUNT [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

MATERNAL UNCLE [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

PATERNAL AUNT [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

PATERNAL UNCLE [  ] [  ] [  ] [  ] [  ] [  ] [  ] [  ]

  FAMILY HISTORY:  (PLEASE CHECK ALL THAT APPLY)

MEDICAL HISTORY - CHECK IF YOU HAVE OR ARE TAKING MEDICATIONS FOR:
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