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EYE DISEASES CURRENT EYE SYMPTOMS

Yes No Explain Yes No Explain

Amblyopia Asthenopic

Blepharitis Glare Sensitivity

Blindness Headaches

Cataracts Light Sensitivity

Color Blindness Tired Eyes

Diabetic Retinopathy Physiologic

Dry Eye Syndrome Burning

Eye Injuries Dryness

Glaucoma Tearing

Glaucoma Suspect Eyelid Swelling

High Risk Medication Eye Pain or Soreness

Macular Degeneration Foreign Body Sensation

Vitreal Detachment Infection of Eye Lid

Retinal Detachment Itching

Strabismus Mucous

Other Ptosis (drooping eye lid)

Redness

Sandy or Gritty Feeling

Visual Symptoms

Blurred Vision, Distance

Blurred Vision, Near

Distorted Vision

Flashes of Lights

Fluctuating Vision

Loss of Central Vision

Loss of Side Vision

Loss of Vision

Floaters

Additional Notes

Patient Name:________________________________________________________ Date:__________________

Date of Birth:_________________________

Patient Name:________________________________________________________ Date:__________________

Date of Birth:_________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

Current Eye Drops: ______________________________________________

_______________________________________________________________

_______________________________________________________________

Allergies to Medications: _________________________________________

Current Medications: ____________________________________________

_______________________________________________________________

_______________________________________________________________

_______________________________________________________________

Interested in LASIK? Yes No 
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REVIEW OF SYSTEMS

Constitutional Yes No Explain Skin Yes No Explain

Fever Herpes

Fatigue Rash/Itching

Other Rosacea

Ear, Nose, Throat, Mouth Shingles

Hearing Loss Skin Cancer

Sinus Disorders Other

Other Neurological

Cardiovascular Multiple Sclerosis

Atrial Fibrillation Frequent Headaches

Heart Disease Convulsions/Seizures

Hypertension Other

Stroke/TIA Psychiatric

Other Memory Loss

Respiratory Depression

Asthma Other

Emphysema/COPD Endocrine

Shortness of Breath Diabetes

Other Thyroid Disease

Gastrointestinal Other

Intestinal Conditions Blood

Other Anemia

Urinary Cholesterol

Flomax use Other

Kidney Disease Allergic/Immunologic

Urinary Conditions/Symptoms Seasonal Allergies

Other Lupus

Musculoskeletal Other

Arthritis Pregnant

Muscle/Joint/Back Pain Nursing

Other Other conditions
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SOCIAL HISTORY- GENERAL

SOCIAL HISTORY- SPECTACLES

SOCIAL HISTORY- CONTACT LENSES

SOCIAL HISTORY- VISION
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FAMILY HISTORY

Yes No Relationship to Patient Other Notes

Eye Diseases

Amblyopia (lazy eye)

Blindness

Cataracts

Color Blindness

Eye Tumors

Glaucoma

Glaucoma Suspect

Macular Degeneration

Retinal Detachment

Strabismus (eye turn)

Other Eye Conditions

Systemic Diseases

Arthritis

Cancer

Diabetes

Heart Disease

High Blood Pressure

Kidney Disease

Lupus

Stroke

Thyroid disease

Other Diseases

Additional notes

How Did You Hear About Our Practice?____________________________________________


