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Past Medical History
Name:___________________________________ DOB_______________________ Date:_____________

Allergies:                                                                                  Social History:
_______________                                                                    Y  N  Smoking:  current / past  frequency_______
_______________                                                                    Y  N  Alcohol use:  current / past  frequency___________
_______________                                                                    Y  N  Drug use:  current / past
_______________                                                                    
_______________                                                                    Family History:
_______________                                                                    Y  N  Diabetes
                                                                                                  Y  N  COPD
                                                                                                  Y  N  Glaucoma
Current Medications:                                                              Y  N  Macular Degeneration
_______________                                                                     Y  N  Retinal Detachment
_______________                                                                     Y  N  Blindness
_______________                                                                     Y  N  Heart disease
_______________
_______________                                                                     Surgical History:_________________________________
_______________                                                                     ________________________________________________
_______________                                                                     ________________________________________________
[bookmark: _GoBack]_______________                                                                     ________________________________________________                                                                   
Y  N  Tuberculosis                                                                      Y  N  HIV Positive
Y  N  High blood pressure                                                          Y  N  Rosacea
Y  N  Heart attach                                                                       Y  N  Psoriasis
Y  N  Heart disease                                                                     Y  N  Rashes
Y  N  Stroke                                                                                Y  N  Rheumatoid Arthritis
Y  N  Chest pain                                                                          Y  N  Osteoarthritis
Y  N  Vascular disease                                                                Y  N  Fibromyalgia
Y  N  Pacemaker                                                                         Y  N  Muscular Dystrophy
Y  N  Congestive heart failure                                                     Y  N  Back problems _______________
Y  N  TIA                                                                                     Y  N  Headaches
Y  N  Heart murmur                                                                     Y  N  Migraines
Y  N  Irregular heart beat                                                             Y  N  Seizures
Y  N  Trauma ______________                                                   Y  N  Epilepsy
Y  N  Dentures                                                                              Y  N  Multiple Sclerosis
Y  N  Developmental disability                                                    Y  N  Depression
_________________________                                                    Y  N  Panic disorder
Y  N  Deafness                                                                              Y  N  Schizophrenia
Y  N  Diabetes _______years                                                        
_____Insulin_____Pills_____Diet_____                                       Ocular History:
Y  N  Hyperthyroidism                                                                   Y  N  Cataracts
Y  N  Hypothyroidism                                                                    Y  N  Retinal Detachement
Y  N  Kidney stones                                                                        Y  N  Glaucoma
Y  N  Bladder disease                                                                     Y  N  Diabetic Retinopathy
Y  N  Kidney disease                                                                      Y  N  Halos
Y  N  Dialysis                                                                                 Y  N  Double Vision
Y  N  Asthma                                                                                  Y  N  Lazy Eye
Y  N  Emphysema                                                                           Y  N  Macular Degeneration
Y  N  COPD                                                                                    Y  N  Dryness
Y  N  Ulcers ________________                                                    Y  N  Flashes of light
Y  N  Colitis                                                                                     Y  N  Glasses
Y  N  Cohn’s disease                                                                       Y  N  Contacts
Y  N  Hepatitis: type ________                                                       Y  N  Loss of vision
Y  N  Cirrhosis                                                                                 Y  N  Cancer:_____________________________________
Y  N  Anemia                                                                                   Additional Not Listed Above:________________________
Y  N  Sickle Cell disease                                                                  ________________________________________________
Y  N  Lymphoma                                                                             ________________________________________________
Y  N  Eczema                                                                                   ________________________________________________
