
Have you or do you currently have any of 
the following medical problems? 

YES  NO                 If yes, please explain 

Heart (heart attack, high blood pressure, 
congestive heart failure, pacemaker, heart 
surgery, high cholesterol, etc) 

   

Dermatologic  (acne, rosacea, eczema, 
psoriasis, etc) 

   

Gastrointestinal (Crohn’s disease, colitis, 
inflammatory bowel disease, GERD, Ulcer) 

   

Genitourinary  (enlarged prostate, 
endometriosis, ovarian cyst, current 
pregnancy, etc) 

   

Ear, Nose, Throat  (chronic sinus disease, 
deafness, tonsillitis, etc) 

   

Hematologic  (sickle cell anemia, 
Leukemia, Lymphoma, etc) 

   

Immunologic  (Sjögren’s syndrome, 
Rheumatoid arthritis, seasonal allergies, 
Lupus, Myasthenia gravis, etc) 

   

Infectious diseases (Hepatitis B, Hepatitis 
C, HIV, Aids, etc) 

   

Endocrine  (Diabetes- type I or II, 
hypothyroidism, hyperthyroidism, pituitary 
tumor, etc) 

   

Muscoloskeletal  (osteoarthritis, 
fibromyalgia, osteoporosis, etc) 

   

Cancer (skin cancer, bladder cancer, breast 
cancer, chemotherapy, radiation, etc) 

   

Neuropsychiatric  (cluster headaches, 
migraine headaches, multiple sclerosis, 
Alzheimer’s, dementia, depression, mood 
swings, etc) 

   

Pulmonary  (asthma, emphysema, cystic 
fibrosis, COPD, etc) 

   

 
Please explain or list any other medical problems: 
_____________________________________________________________________  
 
_____________________________________________________________________  
 
_____________________________________________________________________  
 
Patient Signature: ___________________________________ Date:___________________  
 
Tech initials:_________  
 
 

 
NAME __________________________________  

Date of Birth _____________________________  



  

  

  

  

FAMILY DR.  REFERRING  DR. 

Address:   Address:  

City: State:  Zip:  City: State: Zip:  

Telephone: (        )   Telephone: (        )  

   

Do you wear contact lenses?  Yes    No                         If yes,  Soft lenses       Hard lenses   

Do you have vision insurance?   Yes No   If yes, what company? 

Do you have medication allergies?   Yes No   If yes, what meds? 

Do you have seasonal allergies?   Yes No    

Are you a smoker?   Yes No   If yes, amount you smoke ____________ How many years? __________

Do you use recreational drugs?   Yes No      Needle use?  Yes No     

Do you consume alcohol?   Yes No     Amount _________________ Frequency __________ 

Do you consume caffeine?   Yes No   Amount _________________ Frequency __________ 

MEDICATIONS DOSE    What do you take this for? 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 

CONTINUED ON REVERSE SIDE….. 

 

Name _____________________________________  

Date of birth________________________________  



What is your pharmacy name?                                                                                   Phone No? 

Pharmacy address: 

 

Do you have diabetes?   Yes   No     If yes, Type I   Type II   For how many years? _______ 

FAMILY HISTORY:    Does anyone in your family have the following? 

Diabetes Yes      No   Who 

Crossed eyes Yes      No   Who 

Glaucoma Yes      No   Who 

Corneal disease Yes      No   Who 

Retinal disease Yes      No   Who 

 

EYE HISTORY – Disease or surgery of the EYE 

Date Diagnosis or Surgery Doctor Location 

    

    

    

    

    

    

    

     Procedure OTHER SURGERIES Year 

 

 

 

 

 

 

 

 
Patient Signature ___________________________________________ Date __________________________  
 

Tech Initials___________  


