PATIENT HISTORY QUESTIONNAIRE f NJR %

(Completion required at each patient appointment) Today's Date / /
4 [Last Name] 4 [First Name] 7 [MALE]
7 [FEMALE]
ik [Address]
JN [State] y T [City] TR 5% [Zip)

&5 & [Telephone (Home)]
( )

FHEFEE [Telephone (Mobile)
( )

TAE7ERS [Telephone (Work)]
( )

i [Employer]

J§=£ [Occupation]

EX RGN 4
[Emergency Contact]

(

#ah [Telephone Number]

)

VR R AR 2 H H#H [Date of last eye exam]

Date H /

/

Date H #j

¥k FLAY [Last Eye Dilation]

/ /

Medical Information 18 N\ & BB R R AR It

FERIJE A [Reason for visit (Chief complaint):]

What is your general health /g it — % flt B iR 30 anfay 2

UL T 28 'E A AT &EMS? [Do you have problems with any of these systems?]
7 /B %A 2 A [Please circle all that apply.]

(i YIN  |WLAE# YIN | iR AR Y/N
[Cardiovascular] Musculoskeletal Blood/Lymph

BERE VLTS YIN |FfE YIN it Y/N
Ears/Nose/Throat Integumentary (skin) Allergic/Immunologic

PRI SR e 2 M YIN - [fs YIN - [WsR Y/N
Respiratory / Asthma Nervous Urinary

iZas YIN Kt Y/N  |5EYE Y/N
Gastrointestinal Mental Headache

WAIR B FE SR T YIN - [NUA T BEDRIF [ H RS 1 Y/N
Genitourinary Endocrine Glands (Ex. Diabetes, Thyroid Disease)

F i [Medication allergy]  Y/N |24 52 [What happens?]

Hofth fE 5 R [Other health problems]

BILEE F 254 [Current medication(s)]

A AT FHTE? Y/N FEEA? [Type?]

[Have you had any operations?]

FIir B 51 [When?] Date H i / /

VG R ER H 1 [Date of last tetanus shot] Date H / /
MEDICAL HISTORYJ# 5 | SELF fE A FAMILY Z % | RELATIONSHIPI

LR [Glaucoma] oYES oNO oYES oNO |




F A& [Cataracts] oYES oNO oYES oNO

B BEE [Macular degeneration] oYES oNO oYES oNO

HEL B A i 52 55 PG oYES oNO oYES oNO

[Have you had an eye injury?]

1AM #7% [Retinal detachment] oYES oNO o YES oNO

HAth [Other eye condition(s)] oYES oNO oYES oNO

K] [Blindness] oYES oNO oYES oNO

#HH5 [Crossed Eye] oYES oNO oYES oNO

554 [Lazy Eye] oYES oNO o YES oNO

BE PR [Diabetes] oYES oNO o YES oNO

X5z [Dry Eyes] oYES oNO oYES oNO

Hi 7KK [Blurred Vision] oYES oNO o YES oNO

Je#JiE [Cancer] oYES oNO oYES oNO

LS [Heart Desease] oYES oNO oYES oNO

/71 1. BE [High blood pressure ] oYES oNO oYES oNO

fE & [E % [High Cholesterol ] oYES oNO o YES oNO

PR JEERE / [Do you smoke?] oYES oNO

YRIEFEIE? [Do you drink Alcohol?] oYES oNO

PRA%E F 220 15?2 [Do you use drugs?] oYES oNO

Hfth [Other] oYES oNO

A B AT AR i TS ?

[Have you had any eye operations?]

Type FE4H oYES oNO |Date H#f /

A 156 E T Laser Eye Surgery oYES o©oNO

Type fE%H Date H #} /

HHIRSENE? [Do you wear glasses?] oYES oNO |[FEEHESE [Contact lenses?] oYES oNO
FHXA [Type]

HAth [Additional information]

I N B4
[Patient's Signature] X
BEAEL MBRRAZT/\EUT
[Guardian Signature (if patient is under 18 years of age.)] X
B% /& B F Doctor Use Only
ka2 B2 HT Reviewed by Date H i /

12 A%V No changes

Doctor’s Signature




