MEDICAL HISTORY FORM
Emergency Visit  Y   N



Referred by __________________________

Name ___________________________________
Date  _______________________________

Chief Eye Complaint (Which Eye, When, How, Symptoms, Pain, Vision, Duration, Treatment, Modifiers)
______________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Past Ocular History (Glaucoma, Retinal Disease, Strabismus, Cornea, Iritis, Injury, ARMD, Cataracts, Surgery)
_____________________________________________________________________________________________

Family Ocular History ___________________________________________________________

______________________________________________________________________________

Social History: Live Alone _______Occupation ____________Smoke _______ ETOH  _______

Medications  ___________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Past Surgical History  ____________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Past Medical History  ____________________________________________________________

______________________________________________________________________________

Cardiovascular


Pulmonary



Skin/Skeletal
CAD

______


COPD

______


Scarring/Keloid
 ______

MI

______


Asthma

______


Joints

 ______

HTN

______


SOB

______


Feet

 ______

CHF

______


Sleep Apnea
______


Other

 ______
Pacemaker
______

Arrhythmia
______


Gastrointestinal


Psychological
Carotids
______


Colonoscopy
______


Depression
 ______

Other

______


Reflux

______


Anxiety

 ______






Ulcers

______


Memory
 ______

GU




Hepatitis
______


Other

 ______
Mammogram
______


Cirrhosis
______


Kidney Disease
______


Drug use
______


Other
Dialysis
______







Cancer

 ______

Urinary

______


Endocrine



HIV

 ______
Prostate(PSA)
______


Diabetes
______


Other

 ______

Other

______


HgbA1C
______


Other

 ______





Thyroid

______

Neurological



Obesity

______

Review and Updated
Stroke/TIA
______


Cholesterol
______

_____________  ____________
MS

______






_____________  ____________
Seizures
______


Rheumatologic

_____________  ____________

Migraines
______


Temporal arteritis ______

_____________  ____________

Dementia
______


Lupus  

______

_____________  ____________

Muscle weakness _______


Arthritis
______

_____________  ____________
Allergies (Medicines, Shellfish, Iodine, etc.) ________________________________________________
_____________________________________________________________________________________
Tech Signature ________________________  Provider Signature
__________________________
