PAST FAMILY AND SOCIAL HISTORY

Patient name: Date:
Have you ever had eye surgery? Yes No

If yes, please describe:
Have you ever had an eye injury? Yes No

If yes, please describe:
List all medications (including eye drops) that you are taking at the present time.

Do you have allergies to any medications? Yes No
If yes, please describe:
Do you or any blood relatives have any of the following:
Self Relative Self Relative Self Relative
blindness blood disorders

heart disease

retinal detachment

macular degeneration

laucoma
stroke high cholesterol diabetes
cancer high blood pressure arthritis
cataracts allergies thyroid disease
liver disease other

Please list all surgical procedures you have had in the past.

Do you wear glasses or contact lenses?

Do you smoke?

Yes

Yes

No

If yes, how long?

Do you use alcohol?

If yes, how long?

Are you pregnant?

Yes

No

Yes

No

Number of packs per day

No |If so, for how long?
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Patient name: Date:

REVIEW OF SYSTEMS

Do you currently have any problems in the following areas? If yes, provide information.

YES NO Explanation of Problem
Constitutional Symptoms

Fever

Weight Loss
Other

Ears, nose, mouth, throat

Sinus congestion

Runny nose

Post nasal drip

Chronic cough

Dry throat/mouth

Cardiovascular (heart/blood vessels)

Respiratory (lungs/breathing)

Chronic bronchitis

Gastrointestinal (stomach/intestines)

Genitourinary (genitals/kidney/bladder)

Musculoskeletal

Muscle

Joint

Integumentary (skin and/or breast)

Neurological

Psychiatric

Disorders of the glands/thyroid

Hematologic/Lymphatic

Blood

Lymph nodes

Swelling

Allergic/lmmunologic

Head allergy symptoms

Seasonal allergies
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Hay fever symptoms
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