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Blood relatives who have:
High Blood Pressure

FAMILY HISTORY

Macular degeneration

Diabetes

Retinal detachment

Glaucoma

Cataracts

Other eye condition(s):

PERSONAL EYE INFORMATION

Please answer all that apply:

Date of last eye exam

Dilated? Yes No

Have you had any eye operations? Type Date

Have you had an eye injury? Kind Date

Do you have: Glaucoma Cataracts Dry eyes Blurred vision
Itching Burning Tearing Flashes/floaters

Do you wear glasses for. Distance Near Both Contact lenses Y/N Type

Do you work on computer or VDT?

How many hours per day?

*Whom may we thank for referring you to this office?

Signature: Date

Doctor's initials

The above medical information has not changed since my last visit.

Signature: Date: Signature: Date:
Signature: Date: Signature: Date:
Signature: Date: Signature: Date:
Signature: Date: Signature: Date:




