
Allergic/Immunologic

MedicalHistoryRecord
Forfasterservice,pleasecompletethefollowingformpriortoarrivingatouroffice.

AppointmentDate

Patient’sName(pleaseprint) BirthDate MorF

StreetAddress City State ZipCode

HomePhone WorkPhone

Employer Occupation

EmergencyContact PhoneNumber

DateofLastEyeExam NameofPreviousEyeDoctor

PersonalMedicalInformation:Doyouhaveproblemswithanyofthesesystems?IfYes,please
checkbox.

Gastrointestinal NervousSystem Mental
Ear/Nose/Throat Genitourinary Endocrine(Glands)
Cardiovascular Musculoskeletal Blood/Lymph
Respiratory Skin
Headaches Surgeries(whattype&when)

Areyouingoodhealth?Yes No
Anyallergicreactionstomedicationsorothersubstances?Yes No
Ifyes,pleaselist
Nameofgeneralphysician

PleasecheckYesorNo
Doyousmoke? Yes No Howmuch?
Doyoudrinkalcohol? Yes No Howmuch?
Doyoutakemedications? Yes No Pleaselistnames&howoften

Doyouuseothersubstances?Yes No

Doyouhavefamilyhistoryofanyofthefollowing?IfYes,pleasecheckbox.
Diabetes Glaucoma Highbloodpressure
MacularDegen. RetinalDetachmt Cataracts

Pleaseexplainanyboxesyouhavechecked

Doyouhaveanyofthefollowing?IfYes,pleasecheckbox.
DryEyes EyeSurgeries WearGlasses
BlurredVision EyeInjuries WearContacts

Anyeyeproblemsatthistime?Pleaseexplain

Areyouinterestedinlaservisioncorrection?Yes No

Pleasesignbelowthatyouhavereviewedallinformationaboveanditiscorrecttothebestofyour
knowledge.

Signature Date


