COLORADO
EYE CONSULTANTS
MEDICAL HISTORY

PLEASE PRINT. PLEASE DO NOT MAIL.

Patient Name:
Last Name First Name Middle

Date of Birth: / / Marital Status: Married Single Divorced Widowed
mm  dd yyyy

Eye Doctor’s Name:

Date of Last Visit w/ Eye Doctor: Reason for Visit:
FAMILY DOCTOR: Phone: ( )
Name
Address:
Street City State Zip

Please check anything listed below if you are experiencing current symptoms. Please also note
which eye: right eye (R), left eye (L), or both eyes (B).

[Cataract(s) - IR CIL [IB [IMacular Degeneration - IR [IL [1B
[IContact lenses CINarrow Angles - LIR CIL [IB
[ICorneal Dystrophy - CIR 1L 1B [1Ocular Hypertension - LIR 1L 1B
[IDiabetic retinopathy - LIR [IL [IB [1Ocular Migraine

[IDry eye(s) - LJR LJL [IB UIPink eye - LJR L LIB
CIFloaters - CIR L 1B [IRetinal Tear - IR CIL 1B
[LIGlasses [IStrabismus - CIR L CI1B
LJGlaucoma - LIR LJL [IB LIOther:

Eve Surgery: Please Check all that apply. Please also note which eye: right eye (R), left eye (L), or
both eyes (B).

[IBlepharoplasty - LIR [1L [IB ULASIK-OR UL OB

[ICataract surgery - IR LIL [IB OPRK - JOR OJL B

[ICorneal transplant -[1R LIL 1B [IPunctual Plugs - CIR CIL 1B

LIEye injections - LIR L [IB [IPtosis repair - IR CIL 1B
[ILaser-narrow angles-[IR 1L 1B [IRetinal laser - LIR 1L [IB
[JLaser-open angles-LIR [JL (1B LJYAG Laser capsulotomy - LIR [IL [IB
[IOther:

WOMEN: ARE YOU...?

No Yes No Yes
L) OJPregnant/Trying to get pregnant LJ [JNursing

2021



PAST/PRESENT MEDICAL HISTORY:

No Yes No Yes

O [JAlzheimer’s 1 ClEczema

L1 C1Anemia 1 ClEpilepsy

L1 CJAnxiety 1 OFibromyalgia

U OJArthritis [J [JHeart Disease

1 CJAsthma 1 [CJHernia

1 CIBronchitis 1 OHigh Cholesterol

] [JCancer (] [JHigh Blood Pressure
(] IClaustrophobia (1 Olrregular Heartbeat/pacer
1 [C1Congestive Heart Failure 1 OKidney Disease

(1 [IDepression O OLeukemia

1 ClDiabetes Type 1 ClLymphoma

1 CDiverticulosis (1 [OJLiver Disease/Hepatitis
[IOther:

No Yes

LIMigraine
COMRSA
CIPhlebitis
[IPneumonia
LIPsychiatric Disorder
[JRadiation/Chemo
CIRheumatic Fever
[ISleep apnea
[1Stroke

UThyroid Disorder
I Tuberculosis
CIUIcers

Oo0ooooooooon

HOSPITALIZATIONS: Please list the date of any relevant surgeries or hospitalizations.

No Yes

1 [JMastectomy

1 ClProstate

1 [CIStomach/Abdomen__
1 OThyroid/Neck

No Yes No Yes

0 CJAppendectomy U [Heart

1 CIBack 1 ClHernia

1 JCancer 1 [JHysterectomy
1 ClEye Surgery O ClLungs

1 ClGallbladder L1 Other:

CURRENT PERSCRIPTIONS & NON-PRESCRIPTION MEDICATIONS:

Please list name, dose and frequency or attach a list:

ALLERGIES TO MEDICATIONS:
Please list below or attach a list:

[ No Known Allergies

Latex Sensitivity: [INo [JYes

FAMILY HISTORY': Living? Medical Problems or Cause of Death

No Yes
Mother O O
Father O O
Brother/Sister O O

SOCIAL HISTORY: Do (did) you...?

No Yes Former

] O O Smoke How much per day?
LJ O O  Drink Alcohol How much per day?
UJ OO 0O Rec.Drug Use How much per day?

For how many years?

2021




