Dr’s Initial's:
Hayes Eye Center
Patient Medical History

Name: [IDr. [ IMr. [ IMrs. [ IMs.

Today’'sDate: ~~_~~~~  DateofBirth: ___ Gender: [ IMale [L] Female

Date of LastEye Exam:  ~ Location of Last Eye Exam:
Date of Last Physical: Physician’s Name: Y

Medications (prescription, over-the-counter, supplements, and any eye drops. If you cannot
remember the name you may list the use of the medication, i.e. “blood pressure”.):

List any drug allergies: [ ] None

Do you wear glasses? [1Yes [[INo Do you wear contact lenses? [ 1Yes [ INo

Are you currently experiencing any of the following EYE problems?

LIBlurred vision at distance [1Dryness [ Jtye lid concerns
[1Trouble reading up close [JEye Pain [ IFlashes of light
[ 1Burning [ JForeign Body Sensation [ IFloating spots
(_Iltching [ 1Double Vision [ 10ther:

[ JRedness [ JEye turn

Please list any eye injuries and/or surgeries:

Do you currently have medical conditions in any of the following categories

] Diabetes [ ] Headache/Migraine (1 Autoimmune

[J High Biood Pressure [ ] Neurological L] Skin

L] Heat Disease [.1 Muscles/Bones/Joints [ ] Allergies

(L] Respiratory [ L] Gastrointestinal [ ] General (fatigue, weight
[J Thyroid [J Kidney/Bladder loss/gain)

[ Ear/Nose/Throat ] Reproductive

[IOther: (please describe):

Family history (please indicate relationship to person(s) to patient):

HGlavecemay . [1Diabetes: wrelliloe .. S TN, vy e
[IMacular Degeneration: .~~~ LIHigh Blood Pressure: =~
LEye turn: el =) [1Thyroid Disease:
[IBlindness: [JOther: .
Current Occupation: _ Hobbies: }

Do you drink alcohol? [1Yes ['INo If yes, how much per day? S e = s

Do you smoke? (JYes [.INo If yes, how much per day?

Do you use recreational drugs? [1Yes [INo If yes, please list:
Are you pregnant? [[1Yes [INo  Are you nursing? [ JYes [ JNo




