
PERSONAL HEALTH HISTORY:
What is the main reason for your visit toda

When was your last eye exam?

cal exam'/When was your last medi

What is the name of your

Past Illnesses or injuries:

Primary Care Physician?

Past Surseries:

I Current Medications:

Current Eye Drops:

Al lergies to medications?

Very Mild, Mild, Moderate, SevereSeverity to allergy? Please Circle:
Please describe allergic reaction:

PERSONAL EYE HISTORY:
Glaucoma: o Yes oNo
Cataract: o Yes oNo
Macular degeneration: o Yes oNo
Retinal Detachment: o Yes oNo

Color Blindness? o Yes oNo
Headaches: o Yes oNo
Glare/ Light Sensitivity: o Yes oNo
Tired Eyes: o Yes oNo

PHYSIOLOGIC
Amblyopia (Lazy Eye): o Yes oNo
Burning: o Yes oNo
Dryness: o Yes oNo
Excess Tearin e/Wateri n g: o Yes oNo
Eye Pain or Soreness: o Yes oNo
Foreien Bodv Sensation: o Yes oNo
Infection of Eye or Lid: o Yes oNo
ltchins: o Yes oNo
Mucous Discharge: o Yes oNo
Droopins Eyelid: o Yes oNo
Redness: o Yes oNo
Sandy/Gritty Feeling: o Yes oNo
Strabismus (Crossed Eyes): o Yes oNo

VISUAL SYMPTOMS
Blurred Vision Distance: o Yes oNo

Blurred Vision Near: o Yes oNo

Distorted Vision (halos): o Yes oNo

Double Vision: o Yes oNo

Floaters/Spots: o Yes oNo

Fluctuation Vision: o Yes oNo

Loss of Vision: o Yes oNo
Loss of Side Vision: o Yes oNo

SOCIAL HISTORY:
What's your current occuPation?

How many hours do yo u spend on the computer?

Distance to computer?

Any special eyewear needs? (Such as Computer, Occupational, Safety Glasses Sports/Hobbies)

Hobbies/lnterests:

Patient's Name:



Fever: o Yes oNo
Weisht Loss: o Yes oNo
Other Svmotoms: o Yes oNo
Ears, Nose Throat: o Yes oNo
Card iovascu lar (l-li gh B lood
Plessure, Etc) :

o Yes oNo

llespiratory (Asthma): o Yes oNo
C astro i ntesti na l: o Yes oNo
K idncy: o Yes oNo
Muscle, Bones, Joirtts: o Yes oNo
Sk in: o Yes oNo
Neulologiclil (Mu ltiple Sc lerosis) o Yes oNo
Anxietv or Deoression o Yes oNo
Tlr yro id: o Yes oNo
D i a betes: o Yes oNo
tl lood/Lymph: o Yes oNo
Clrolestelo I o Yes oNo
A I lers.ic: o Yes oNo
Pre t: o Yes oNo
Nursin o Yes o l.\o

GENERAL HEAL,T[I:

CONTACT LENS FIIS'IORY:
,Are you interested in trying contact lenses at this tirne'?

. FAMII,Y HISTOT{Y:

[1ave you ever tried to weal cor]tact lcrtses?

Do you currently wear contacts?

Flow rnany hours do you wear your contacts per day'/

Brand ot' cur'r'ent contacts?

Today's wearing time?

Arnblyopia (l..azy Eye): o Yes oNo
B I indness: o Yes oNo
Cataract(s): o Yes oNo
Color Blirrd.ness: o Yes oNo
u lauconta: - o Yes oNo
Macular Degerrelation : o Yes oNo
lletilra I Detachnrent: o Yes oNo
Strabisnrus (Eyc Turn): o Yes oNo
Arrhritis: o Yes oNo
Cance r: o Yes oNo
D iabetcs: o Yes oNo
l-lear-t Disease: o Yes oNo
lligh Blood Plessurc: o Yes oNo
Kidney Disease: o Yes oNo
I rrnrrc' o Yes oNo
S t roke: o Yes oNo
T'hyroid Disease o Yes oNo
Other

Do you sleep rvith your contact ott?

Flow often do you replace your conracts'.)

What solutions do you use?

SOCIAL HISTORY:
Do you drive? o Yes oNo
Do you lrave visual difficulty rvlien drrving'l o Yes oNo
Do you have problems rvitli night vision'? o Yes oNo
Do you have glare ploblertts? o Yes oNo
Do you currentlv rvear qlasses? o, Yes oNo
llave you had trouble with Rlasses in the past? o Yes oNo

Do vou wear suttg,lasses? o Yes oNo
L!)o You wt

Do you drink alcolrol?

lf yes, how much/often: o No o Occasiorral o I Per da;, o 2-) lDay o tl't'lday

Do you smoke?

o Never oFo;rner Smoke; oCurlent Evely Day Sntoket oCurt'ent Sortre Day Sntoker
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