EYE C ARE MEDICAL HISTORY FORM

O

Specialists DATE:
Name:
Pharmacy and Location:
Pharmacy Phone Number:
Please list any new medications on the Medication sheet: ] No new medications since my last visit.

Please list any new allergies since your last visit: ] No new allergies since my last visit.

Please list any major illnesses or injuries since your last visit:  [_] No major illnesses or injuries since my last visit.

Please list any major surgeries since your last visit: [ no major surgeries since my last visit.

Have you had any falls since your last visit?  [JYES CIno If yes, how many?

Are you CURRENTLY experiencing any problems in the following areas? | YES | NO | Explanation of problem

| AM FEELING MY NORMAL SELF TODAY IF YES, go to the Diabetes section.
EYES

GENERAL /CONSTITUTIONAL: Fatigue/Weakness/Fever
EARS, NOSE, THROAT

CARDIOVASCULAR

RESPIRATORY

GASTROINTESTINAL

URINARY, KIDNEY, BLADDER

MUSCLES, BONES, JOINTS

SKIN

NEUROLOGICAL

PSYCHIATRIC

ENDOCRINE: Increased hunger, thirst, or sweating
BLOOD, LYMPH

ALLERGIC, IMMUNOLOGIC

DIABETES: |:| | do not have diabetes.

If you have diabetes please provide your most current A1C. Date Level:
Your most current fasting blood sugar. Date: Time: Level:
Signature:
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Patient Name:

Medication Sheet

Date:

UPDATE MEDICATIONS, INCLUDING EYE MEDICATION & DROP

IF YOU ALREADY HAVE A LIST OF YOUR CURRENT MEDICATIONS, BRING IT WITH YOU INSTEAD OF FILLING THIS OUT.

Name of Medication

Dose

Frequency

Reason for Taking
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