% Your Medical History Age DOS:

Your Name

Social Security #:
For Women: Are you pregnant or nursing now? No Yes
Who is your current physician?

If you were not referred by a doctor, how did you hear about us?

This area is for office use:

YOUR EYE HISTORY: Please check all that apply TODAY

Foreign body sensation
Or scratchy feeling

Loss of vision
Blurred vision

Double vision Tearing/watering
Eye pain/soreness Mattering/discharge
Tired eyes Itching

__ Drooping eyelid
_____ Glarel/light sensitivity
_____Starbursts at night
____ Fluctuating vision
___ Loss of side vision
_____Dryness/burning

_ Redness

_____Eye strain when using computer
_____Infection of eyes or eyelids
_____Amblyopia or “lazy eye”

_____ Crossing/misalignment of eyes
____ Cataracts

___ Glaucoma

_____Macular degeneration

YOUR EYE SURGERY: Please check all eye surgery you have had

____ Cataract Orighteye Date:

O left eye Date:

____ Glaucoma Oright eye O left eye

____ Retinal Tear/Detachment O righteye O left eye
____LASIKorEPILASIK Orighteye Date:

Olefteye  Date:
Orighteye Date:

Olefteye  Date:

Laser for diabetes or
macular degeneration

Page #

Chart #

Today’s Date

What is your date of birth?

Were you referred to us by a doctor? No Yes

_____Retinal detachment
_____Flashes of light
____ Floaters
_____Keratoconus
____Herpes infection of the eye
_____Toxoplasmosis
____ Glasses
(date of last prescription )
_____ Contact lens wear
(how long? )
__Soft __ Disposable
__Dispose after weeks
__Rigid __Daily wear __Extended wear

____PRK Orighteye Date:
Olefteye  Date:
____Strabismus (crossed eyes)
Orighteye Date:
Olefteye  Date:
Other:

YOUR FAMILY HISTORY: Please check all that apply to your parents, grandparents, siblings

Diabetes - who?

____ Blindness - who?
_____Macular degeneration - who?
_____ Glaucoma - who?
____Retinal detachment - who?
____ Cataracts - who?

_____ Heart disease - who?
_____ Stroke - who?

___ Crossed eyes - who?
___Lazy eye - who?

Please continue on next page <
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YOUR SOCIAL HISTORY:

Do you live alone? no yes Do you drink alcohol? no yes Do you smoke tobacco? no yes
Are you married? no yes Do you chew tobacco? no yes

What is your current or previous occupation?
What recreational hobbies or activities do you enjoy?

What job requirements do you have? Check all that Check all that apply.
apply. __golf __running __tennis
__computer work __| work outdoors __baseball/softball __boating __water sports
__considerable reading __| work under fluorescent lighting fishing basketball
__my job requires safety eyewear Other: T
Other:

o What interests and hobbies do you enjoy? Check all that
Do you spend more than two hours a day viewing a apply.
computer screen? No Yes __reading __gardening  __ knitting __crafts
Do you consider yourself sensitive to sunlight? No Yes watching TV __cooking video games __painting

__internet __sewing

Would you prefer to not wear glasses? woodworking Other:
___ | like wearing glasses. T
___ Yes, | would prefer not wearing glasses ___ l'would like to hear about alternatives to wearing glasses

YOUR MEDICAL HISTORY: Please check all that apply within the past six months

Check NONE if nothing within the category applies to you

Have you ever been diagnosed with any type cancer? No Yes What type?

Constitutional: BT\ hd Gastrointestinal: Rash
Fever Diarrhea Warts
Weight loss Constipation Hair loss
Night sweats Change in bowel habits Nail fungus
Nausea Stomach pain Acne
Headache Ulcers Other:

Internal bleeding

Ear, Nose, Mouth, Throat: [N\ [FXJJRE Other: Neurological B NONE APPLY

Hearing loss Headaches
Ear infections Endocrine: Dizziness
Pain / discharge Thyroid disease Stroke .
Dizziness / fainting Diabetes: If “yes” please answer Seizures / Epilepsy
Nosebleeds the following: ___ Insulin Neuropathy
Ringing in ears ___Oral medication Fibromyalgia
Sinus pain How long have
Hay fever you had diabetes? Mood disorders:
Seasonal allergies Anxious / nervous
How often do you Depression
Cardiovascular: test your blood sugar? Other:

Chest pain _ )
Irregular heartbeat What was your blood Genltqurlnary:
Shortness of breath sugar when last tested? Kidney disease
Swelling of feet Kidney stones
High blood pressure Fasting? Urinary problems
Heart attack / disease " oskelotal Venereal disease
Elevated cholesterol or triglyceride usculoskeletal:

» Pain / swelling Hematologic:

Respiratory: Weakness Anemia

Shortness of breath Lupus Bleed / bruise easily
Cough Arthritis Prior blood transfusion
Asthma / emphysema Osteoporosis Sickle cell disease
Oxygen use Broken bones HIV+ / AIDS and/or exposure
Tuberculosis (TB) Hepatitis
Bronchitis Skin / Breast:

Pneumonia ____ Masses ] .
Other: Tumors Please continue on next page



Name;: Age DOS Page # Chart #

YOUR EYE MEDICATIONS: Please list all eye medications that you are currently using

Name of Drug Name of Drug

YOUR OTHER MEDICATIONS: Please list all other medications that you are currently taking

Name of Drug Name of Drug

Have you ever taken any of the following medications for urinary problems?
O Avodart Q4 Cardura (Doxazosin) 4 Flomax (Tamsulosin) QO Hytrin (Terazosin)

U Proscar (Finasteride) U Uroxatral (Alfuzosin)

YOUR MEDICATION ALLERGIES:

Do you have any allergies to medications? aNo 4 Yes

Name of Drug Your Reaction

Other Allergies: Have you had other allergic reactionss? (food, latex, iodine, perfume, etc.) QO No 0 Yes
Please describe:

Please continue on next page ¥
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YOUR SURGICAL HISTORY: Please list any major surgeries you have had

Kind of surgery you had Approximate Date of your surgery

YOUR ANESTHESIA HISTORY:

Do you have reactions or problems with local or general anesthesia or Novocaine? a No Q Yes

Describe the reaction that you experienced?

Thank you for taking the time to complete this form.
It will be used to make your visit as timely and efficient as possible.
Dr. Wilmeth and Staff



