 HEALTH SURVEY FOR ALL PATIENTS 

	Name:
	Date of Birth:


EYE HISTORY:
Have you ever had any of the following eye problems?
	Yes
	No
	
	
	

	
	
	 
	Right Eye/Date
	Left Eye/Date

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Cataract Surgery
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Refractive Surgery (LASIK, AST, etc.)
	
	

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Other Eye Surgery
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Glaucoma
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Loss, Distorted, or Fluctuating Vision
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Loss of Side Vision
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Flashes of Light
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Floaters
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Eye Injury
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Double Vision
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Macular Degeneration
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Retinal Detachment
	 
	 

	 FORMCHECKBOX 

	 FORMCHECKBOX 

	Laser Treatment
	 
	 


Additional Eye History:
How old are your glasses?










MEDICAL HISTORY:

Please list all drug allergies (Including latex) and the type of reaction:

________________________________________________________________________________________________________________________________________________________________________________________________






Please list all previous medical surgeries:
________________________________________________________________________________________________________________________________________________________________________________________________





Please list all medical illnesses you have had:

__________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY CONTINUED:





           YES       NO                      COMMENTS
Do you have high blood pressure?

If yes, how long?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________
  

Do you have heart trouble?

 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Have you ever had a heart attack?

If yes, when?



 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have a heart murmur?

 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have angina or chest pain?

If yes, how often?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Have you had a recent cold?

 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________


Do you have a cough?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have asthma?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have emphysema/bronchitis?
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you get short of breath when walking

a flight of stairs?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have diabetes?

If yes, date of diagnosis?

 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have a seizure disorder?

If yes, when was the last seizure?
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you have weakness or paralysis

of arms or legs?



 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Are you able to stand/walk

without assistance?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Have you had a stroke?  If yes, when?
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Have you had hepatitis or jaundice?
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________


Do you have a bleeding disorder,

easy bruising, or take a blood thinner?
 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Any history of kidney problems?

 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Are you currently under 

psychiatric care?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Could you be pregnant?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Have you had a flu shot this year?    

If so, when? 



 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________
FAMILY HISTORY:
Family Medical History:

Family Eye History (macular degeneration, glaucoma, etc.): 


















SOCIAL HISTORY:




            YES       NO                    COMMENTS

Do you drink alcohol?


 FORMCHECKBOX 

 FORMCHECKBOX 



If yes, how much?




__________________________




Have you ever smoked?


 FORMCHECKBOX 

 FORMCHECKBOX 

__________________________

Do you currently smoke?

 FORMCHECKBOX 

 FORMCHECKBOX 



If yes, how much?




__________________________

Date you started smoking?



__________________________

Date you quit smoking? (If applicable)


__________________________

Occupation or Previous Occupation (if retired):



















MEDICATION LIST

	MEDICATIONS
	STRENGTH
	FREQUENCY

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


