
CoQItftutl9n,l SyJtern
FeVer
Weight Loss
Other

.,

PATIENT HISTORY QUEStiONNAIRE

Patient Name: _

Review or S,.tems: Please Indicate YES or NO. If yes, pJeaseglve eXplanation. Be aure to list any surgeries you have
had. f'l.EASECOMPLETE BOTH SIDES OF THIS QUESnoNNAIRE.

YES NO

Chronic Infection
Double VIsIon
Dryness
itching
Loss of VlaJon
Mucous Discharge
Pain or Redness
StYe or Chalazion
VIsual Acuity Fluctuation
other

Ear. NoQ, Mouth. Throat
.Sinus Congestion
Hearing Problems
Chronic Cough
Dry ThroatlMouth
other

C1Jd19YIICYlv
. Congestive Heart Failure

Heart Attack
Blood Pressure Problem
Chest Pain/Angina
Other

Respiratory
Asthma
Emphysema
Tuberculosis
Lung Cancer
Sarcoidosis
Other

GutrplqtntJnal (StQffllc;bllntutlne"
.. JiluhdJceJHepatitla _

U~leedlng
Hiatal Hernia
cancer
other

GIn_Mary «KIdney. BlMder)
I<Idney Disease
Prostrate Cancer
Cervical, Ovarian Cancer
other

IntagyllJlllWrYlJkt..,..UO
SkIn Dl88aseICaDC8r
Breast Disease/Cancer
other



YES NO

MU8CU!oskeletlll
. Degenerative Arthritis
.RheumatoidArthritis
UiPUll
Cancer
other

NeuroIqplctl
FalntlngIDlzzlnes,s
MIgraines
SeizuresIEpilepsy
StrokeIParalysis
Alzheimer's
Benign Tumor
other

Pucblatrlc

Hematoloq!clJymphatlc
Memia.
SicldeCell Disease
Leukemia
swelling

A1Ierq!clm[guDOl99lc
Seasonal Allergies
Hay Fever
HIV+
other

Endocrine
D1a~es
Thyroid Problems
other

FlIIIlIIy History: Do any of your blood relatives have any of the following:
Yes No Relationship Yes No Relationship

Bfindness
Cataract
Glaucoma
RetinaProblems
RetinaProblems
EyeMuacle
MacularDegen.
other __
Are you allergic to any medications? _
If yes, plea•• nst those medlcdons:

Are you llllelgic to Latex? _YES _NO

Cancer
Artl:lrltis
Diabetes
Heart _
Thyroid _
BloQd
Pressure
Other _._ __
List ALL Medications you are currently using:

SocIal HIttory:
Marlt81Status: __ Single __ Married __ Widowed __ Divorced
Doyou Smoke? __ YES _NO If yes, occasional % pack/day 1 pack/day 1+ pack/day
Doyou drink Alcohol? _YES _NO If yes, Occasional, 1 per day 2-3 per/day 4+ per day

Oate. _ Patient's Signature. _
(parent or Guardian, If minor)
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