
Date:
Patient:

Address:
Referred By:

Emergency Contact:

Date Of Last Eye Exam:
Birthdate:

Age:
Sex:

Emergency Contact Telephone:

a Have vou had or do vou have any of the followinq?IES

Glaucoma:trYe! ONo Explain:
Cataracts: trYB ONo Explain:
Dry Eves: trYss ONo Exolain:

Other eye problems: I oves or.ro I Description:
t l

Please descibe anv problems with the followins health svstems:
aGASIE9J,llIEg,IltlAL tr No Probrem
O LJlcer tr Colitis O Heartburn tr Diarrhea
tr Other:
Meds:

a NEU.FQLQG,FA! DNoProbrem
tr Epilepsy tr Multiple Sclerosis D Headaches E Numbness
D Otherl
lvleds:

a EARS/N-q.S,gT,lt-B-O-A.if D No Problem
tr Upper Respiratory Infection tr Sinusitis E Chronic colds
E Other:
Medsl

a CQll9IlIlJIlQllAL o No Probrem
E Fever D Weight Loss D Fatigue tr Developmental Disability
tr Trauma tr Other:
tr l\,leds:

l) CARDIOV-A€O.,VLAR tr No Probrem
tl High Blood Pressure E Heart Disease Cl Vascular Disease D Stroke
D High Cholesteroltr Chest Pain tr lrregular Heart Beat Cl Other:
Meds:

a M!19qULr.Ai.$.l(F!ETA! tr No Ptobrem
o Muscular Dystrophy tr Osteoarthrit is DJointPain o Muscle Aches
LJ UINET:

Meds:

a RESPIEA!9BY tr No Probrem
OAsthma tr Bronchitis tr Emphysema D Wheezing trCoughing
tr Other:
I\reds:

a ll!!TE€ll!!!El{.I: 8Y,{91($ tr No Probrem
D Psoriasis tl Eczema -IlRashes EAcne E Cancer
E Excessive Dryness tr Other:
Medsi

. ALLERGI.q. TMMU.Nts O No Problem
O Rheumatoid Arthritis
o Lupus tr HIV

D Allergies:
D Drug al lergies:
E Meds:

a !-,1!-9,99R1f!F119-tlAl!lF.$l E No Probrem
tr Thyroid Dysfunction El Hormonal Dysfunction
tr Type 1 Diabetes D Type 2 Diabetes
Meds:

a BLOOD'1,1!;Y|!PII tr No Probrem
E Anemia n Leukemia
tr Other:
Meds;

a P'SY9.,tllA.TBlq{illFNLAU tr No Probrem
E DeDression tr Bioolar tr ADDiADHD
tr Other:
Meds:

a" CEI{1T91!R!!iARY o No Probrem
B STD tr Bladder lnfection tr Blood in Urine
tr Other:
Meds:

* PArIE NTr:BASSit!.ls-ToBY
Have you had any eye operations?
Have you had an eye injury?

trYe! oNo Date:_ TyPe:

Have vou had a retinal detachment?
trY€s
oYss

oNo Date:_ Typer_

oNo Date: Treatment:

Name of family doctor:
List anv eve medications vou are currentlv takinq:
* s.o,eru1H!,qlgBy
Do you use alcohol? oYes oNo Amount:
Do you use tobacco? ryo! oNo Amount:
Do you use other substances? oy€5 trNo What:
Describe anv sDecial vlsual needs:

High blood pressure tryss trNo Relation
Diabetes trYo! ENo Relation
Glaucoma trYe! trNo Relation
Other eve condition try€s oNo Relation

* FeUUy€lqT:9-Biy Do anv famiV members have anv of the following problems;
I Macular Degenerati
I Retinal Detachment
lCataracts

DegenerationoY€s oNo Relation
trYe3 trNo Relation
oY€s oNo Relation

DescriDtion:

Patient Signature:

Date Reviewed Chanqes
O No changes
0 No changes
O No changes
O No changes

aROS ELEMENTS tr PP=1 tr Ext=2-9 trComp= 10-14

*  PFSHAREAS t r1  o2  D 3

Dr. lnit Review Date ROS Elements PFSH Areas


