MEDICAL HISTORY


Primary Care Physician Name and Address: ________________________________________________________
______________________________________________________________________________________________
Are you having any problems with your eyes? If yes, please explain:_____________________________________
______________________________________________________________________________________________ 
Approximate date of last eye exam: ___________  Do You Smoke? □ Yes   □ No   Former Smoker? □ Yes   □ No
Do you currently wear contact lenses?    □ Yes    □ No       Are you interested in contact lenses?    □ Yes    □ No
Do you currently wear eyeglasses?  □ Yes    □ No       If yes:    Full-Time □      Distance Only □        Reading Only □
Have you ever had any of the following?   □ Eye Injury   □ Head Trauma    □ Eye Surgery    □ Vision Training 
□ Eye Patching    □ Floaters    □ Double Vision   If Yes, Please Explain What and When : ______________________
______________________________________________________________________________________________
______________________________________________________________________________________________
 
Have you or any family members been diagnosed with the following?
□ Asthma



Self / Mother / Father / Sibling / Other:__________________
□ Cataracts



Self / Mother / Father / Sibling / Other:__________________
□ Lazy Eye



Self / Mother / Father / Sibling / Other:__________________

□ Diabetes



Self / Mother / Father / Sibling / Other:__________________

□ Glaucoma



Self / Mother / Father / Sibling / Other:__________________

□ High Blood Pressure

Self / Mother / Father / Sibling / Other:__________________

□ Macular Degeneration

Self / Mother / Father / Sibling / Other:__________________
□ High Cholesterol


Self / Mother / Father / Sibling / Other:__________________
□ Rheumatoid Arthritis

Self / Mother / Father / Sibling / Other:__________________
□ Thyroid Problems (hyper or hypo)
Self / Mother / Father / Sibling / Other:__________________

□ Other:_____________

Self / Mother / Father / Sibling / Other:__________________


Please List Your Medications: ____________________________________________________________________

______________________________________________________________________________________________


______________________________________________________________________________________________

Do you have any allergies?  □ Yes    □ No   If yes, please list: ____________________________________________

______________________________________________________________________________________________

Do you use any over the counter eye drops?  □ Yes    □  No    If yes, please list: ____________________________           

Do you presently work with a computer?  □  Yes    □  No  If yes, how many hours daily? _____________________

Are you experiencing any of the following?     □ Eyestrain      □ Backaches      □ Neck Strain       □Headaches











