Name

HEALTH HISTORY

DOB

Date

Primary Care Physician

EYE HISTORY
Previous Eye Injuries

Other Physician(s)

Yes

Previous Eye Infections

Eye Muscle Imbalance

Amblyopia (Lazy Eye)

Previous Eye Exercises/Visual Training

Color Vision Deficiency

Eye Diseases

Eye Surgery

Glasses

Contact lenses

Last Eye Exam

Doctor

FAMILY HISTORY
Glaucoma

Cataracts

Macular Degeneration

Retinal Degeneration

Other Eye Diseases

Eye Muscle Imbalance

Color Vision Deficiency

Heart/Cardiovascular Disease

Diabetes

Cancer

Other Systemic Diseases

SOCIAL HISTORY
Occupation

Marital Status ____Single

Living Arrangements ____Live Alone

Do you smoke, or have you ever smoked cigarettes?
If yes: How much? ___ Occasional

Do you still smoke?

__ Married

____With Spouse/
Family

_ Other

____Other

<1 pack/day

___1-2 packs/day

____>2 packs/day

If you quit, when? =~ < year ago

Do you use other forms of tobacco?

_ 1-5years ago

5+ years ago

10+ years ago

Do you drink alcohol?

If yes: How much? ____Socially

Do you use recreational drugs?

____1-2 drinks/day

> 2 drinks/day

Do you have a driver's license?

Hobbies/Special Interests




REVIEW OF SYSTEMS
Please check all that apply

ALLERGY
Medications

Foods

Environmental

Hay Fever/Seasonal

Other

CARDIOVASCULAR
Heart Disease

Hypertension

Elevated Cholesterol

Heart Attack/Stroke

Other

CONSTITUTIONAL
Appetite Loss/Gain

Weight Loss/Gain

Fatigue

Sleep Disorder

Other

ENDOCRINE
Diabetes

Thyroid Disorder

Pituitary Disorder

Hormonal Disorder

Other

GASTROINTESTINAL
Acid Reflux Syndrome

Ulcer (Stomach, Duodenal)

Liver Disease

Cancer (Stomach, Colon, etc.)

Other

GENITOUNINARY
Infection (Urinary/Vaginal, etc.)

Kidney Disease

Cancer (Uterine, Ovarian, Prostate)

Sexually Transmitted Diseases

Other

HEAD (EARS, NOSE, MOUTH, & THROAT)
Hearing Loss

Sinus Disease

Major Dental Problems

Throat Problems

Other

ADDITIONAL INFORMATION

HEMATOLOGIC/LYMPHATIC
Anemia

Leukemia

Breast Cancer

Lymphatic Cancer

Other

IMMUNOLOGIC
Herpes Simplex/Zoster

Lyme Disease

HIV Positive/AIDS

Autoimmume Disorder

Other

INTEGMENTARY (SKIN)
Rosacea

Eczema/Psoriasis

Dermatitis

Skin Cancer

Other

MUSCULOSKELETAL

Arthritis

Osteoporosis

Back Problems

Joint Problems

Other

NEUROLOGIC
Headaches (Tension)

Headaches (Migraine)

Multiple Sclerosis

Seizure Disorder

Other

PSYCHIATRIC
Attention Disorder

Anxiety Disorder

Depression

Psychiatric Disorder

Other

RESPIRATORY
Asthma

Bronchitis

COPD

Lung Disease/Cancer

Other

Signature (Parent, Guardian, etc.) Date

Signature (Patient)

Date



Patient Name

MEDICATION PROFILE

DOB Date

Medication

Medication

DRUG ALLERGIES/SENSITIVITIES

OTC

Reaction

MEDICATION LIST
Date of Visit

S S

Strength| Dosage
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