



Please list all medications you are currently taking:


_________________________     ________________________     _______________________


_________________________     ________________________     _______________________


_________________________     ________________________     _______________________


_________________________     ________________________     _______________________





Please list all surgeries you have had:


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Please list any allergies you have to medications:


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________








Family history:	M=Mother	F=Father	S=Sibling	G=Granparent





				   Yes		   No		Relationship to patient


Glaucoma			______	______	__________________


Macular degeneration		______	______	__________________


Retinal disease		______	______	__________________


Strabismus			______	______	__________________


Amblyopia (“lazy eye”)	______	______	__________________


HTN				______	______	__________________


Heart disease			______	______	__________________


Diabetes			______	______	__________________


Thyroid			______	______	__________________


Cancer				______	______	__________________








Social History:





Occupation: ________________________________________________________


Marital Status: (circle)            Single      	Married	Divorced	Widowed


Do you smoke? (circle)	     Yes	     No 	       Amount: ________________


Do you drink alcohol? (circle)     Yes      No        Amount: ________________


Do you have a history of substance abuse? (circle)	Yes	No


























