
YES NO EXPLANATION OF PROBLEM 

RESPIRATORY 
LUNGSIBREATHING 
CHRONIC BRONCHITIS 
ASTHMA 
COPD 

CARDIOVASCULAR 
HEART 
POOR CIRCULATION 

GASTROINTESTINAL 
STOMACH/INTESTINES 

GENITOURINARY 
GENITALS/ KIDNEY/BLADDER 
PROSTATE PROBLEMS 

BONES, JOINTS, MUSCLES 
MUSCLE PAIN 
ARTHRITIS 

NEUROLOGIC SYSTEM 
STROKE 
MS 
OTHER 

LYMPHATICS 
LYMPH NODES/ SWELLING 
LEUKEMIA 

HEMATOPOLETIC 
BLOOD DISORDERS 

PSYCHIATRIC 
ANXIETY 
DERESSION 
BIPOLAR 
OTHER 
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PAST HISTORY 
LIST ALL MEDICATIONS YOU TAKE INCLUDING DOSE AND HOW OFTEN TAKEN: 

LIST ALL MAJOR ILLNESSES AND INJURIES:
 

LIST ALL SURGERIES YOU HAVE HAD IN THE PAST:
 

LIST ALL NON-SURGICAL HOSPITALIZATIONS WITH EXPLANATIONS:
 

DO YOU HAVE ALLERGIES TO MEDICATIONS: YES NO 

IF YES, LIST MEDICATIONS: 

FAMILY HISTORY 

WHAT IS THE HEALTH STATUS OF YOUR PARENTS, SIBLIN'GS, OR CHILDREN? 

DISEASE YES NO RELATIONSHIP TO PATIENT 

BLINDNESS 

CATARACT 

GLAUCOMA 

MACULAR DEGENERATION 

RETINAL DETACHMENT 
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SOCIAL HISTORY: 
MARITAL STATUS SINGLE 

WIDOWED 
MARRIED 
OTHER 

DIVORCED 

CURRENT OCCUPATION: 

WHAT KIND OF WORK HAVE YOU DONE IN THE PAST?
 

DO YOU DRIVE YES NO 

DO YOU HAVE VISUAL DIFFICULTY WHEN DRNING YES NO 

DO YOU HAVE A PROBLEM WITH NIGHT VISION YES NO 

IS LICENSE RENEWAL NEEDED YES NO 

DO YOU CURRENTLY WEAR CONTACT LENSES 
IF YES, HOW OLD IS THE PRESCRIPTION? 

YES NO 

DO YOU CURRENTLY WEAR GLASSES 
IF YES, HOW OLD IS THE PRESCRIPTION? 

YES NO 

DO YOU SMOKE 
IF YES, HOW MANY PACKS PER DAY 

YES NO 

EDUCATION LEVEL (PLEASE CHECK) 
HIGH SCHOOL GRADUATE 
POST GRADUATE DEGREE 

COLLEGE GRADUATE 
OTHER 

HAVE YOU EVER BEEN EXPOSED TO OR INFECTED WITH THE AIDS VIRUS 
YES NO 

HAVE YOU EVER HAD MRSA, VRE, OR ANY SERIOUS DRUG REISISTANT 
INFECTION: YES NO 

ARE YOU ALLERGIC TO SHELLFISH, IVP DYE, OR IODINE YES NO 

HAVE YOU EVER HAD A BLOOD TRANSFUSION YES NO 

DO YOU FEEL SAFE YOUR HOME YES NO 

PATIENT SIGNATURE AND DATE PHYSICIAN SIGNATURE AND DATE 
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