o
COLOIRADO

FYTE 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:

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) - 1R LJL B [Macular Degeneration - LJR [JL [IB
[IContact lenses [INarrow Angles - IR LJL [1B
[JCorneal Dystrophy - IR [1L (1B [JOcular Hypertension - (IR [JL [IB
UDiabetic retinopathy - LIR LJL [IB LOcular Migraine

UDry eye(s) - LJR LIL LB UPink eye - LJR LJL [LIB

UFloaters - LIR LJL LB [Retinal Tear - IR LJL [IB
UGlasses [JStrabismus - [JR [JL [JB
UGlaucoma - [JR LJL [IB UOther:

Eye 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 LJLASIK - IR L OB
[Cataract surgery - LJR LJL [IB UJPRK - LJR UJL [IB
[JCorneal transplant -[ 1R [JL [1B [JPunctual Plugs - LIR [JL [IB
LIEye injections - LIR [JL [IB [IPtosis repair - LJR LJL [1B
[ILaser-narrow angles-[ 1R (1L [IB [Retinal laser - LIR [LJL [IB
[Laser-open angles-LIR [IL [1B LYAG Laser capsulotomy - LIR [IL [IB
LIOther:

WOMEN: ARE YOU...?

No Yes No Yes

1 CIPregnant/Trying to get pregnant 1 [Nursing

HEALTH CARE PROXY?

No Yes If so, please provide their name:

[J [J Do you have a Health Care Proxy?

PNEUMONIA VACCINE?

No Yes
[J [0 Have you ever received the pneumonia vaccine?
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PAST/PRESENT MEDICAL HISTORY:

No Yes No Yes

J OJAlzheimer’s [J OJEczema

1 CJAnemia (1 ClEpilepsy

U OJAnxiety [J [OJFibromyalgia

U OJArthritis [] [JHeart Disease

) OJAsthma [J [JHernia

[J [JBronchitis [J [JHigh Cholesterol

1 ClCancer [ [JHigh Blood Pressure

[J [JClaustrophobia [ [Olrregular Heartbeat/pacer
[J [JCongestive Heart Failure [] DKidney Disease

[J ODepression [J OLeukemia

U [Diabetes Type [J DLymphoma

[J ODiverticulosis [J [OJLiver Disease/Hepatitis
UOther:

No Yes

[IMigraine
LIMRSA
[JPhlebitis
[IPneumonia
[IPsychiatric Disorder
[IRadiation/Chemo
[JRheumatic Fever
[ISleep apnea
[IStroke

[JThyroid Disorder
[ITuberculosis
LUlcers

gooooooggood

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

No Yes

[J [JMastectomy

[] [JProstate

[J [JStomach/Abdomen
U OThyroid/Neck

No Yes No Yes

0 OAppendectomy [0 [Heart

) [OBack L UHernia

[J OCancer [J [JHysterectomy
) OEye Surgery U OLungs

[J [JGallbladder (] 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:

[J No Known Allergies

Latex Sensitivity: [JNo [Yes

FAMILY HISTORY: Living? Medical Problems or Cause of Death

No Yes
Mother g
Father O O
Brother/Sister g

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

No Yes Former
O O [0  Smoke

(0 OO 0O  Drink Alcohol
0 OO O Rec. DrugUse

How much per day?
How much per day?
How much per day?

For how many years?
For how many years?
For how many years?
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