L.A. VISION OPTOMETRY

Medical History Questionnaire

Name: Today’s Date: / /
4 H it
Address: Phone:
ik BEE:
City: Zip: Work Phone:
b 147 TAEPERE:
Guardian (If Ap‘Plicablc): Occupation:
Balt A (5LIE): M
Birth Date: i / Social Security # : 4 / Last Eye Exam: / /
&H: k2 ERERRRE:
Name of Medical Doctor: Dr.’s Phone:
KEREREL: B AEHES:
How did you learn about us? Last Medical Exam: / /
AR IR A By ? st/ iisi=H
Medical History
Do you have any allergies to medications? O no (Jyes If yes, explain:
YR = = RS

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies): EfREEY):

List all major injuries, surgeries and/or hospitalizations you have had:

MIRED, T, TR

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, cataracts,
SRS SRR Al iR, IR TIE, IRERZEH, TR, BEEIH, BARsiRn S

eye infections or eye injury:

Are you pregnant and/or nursing? {#Zaaiii#,? Ono & Ovyes 2
Do you wear glasses? #¥if? Ono & O yes &
Do you wear contact lenses? #HERZARE? Ono # Oyes 2
Type of contact lenses: EREHIF O Rigid 1=k O Soft iz
Family History s555:5

Please note any family history (patents, grandparents, siblings, children; living or deceased) for the following conditions:
PEBATIRARE (A, GHACR, UL, BT, EESCETEE)

DISEASE/ CONDITI?_I;Q NO YEES ? RELATIONSHIP TO YOU Z /g%
5 3

Blindness Hii

Cataract Py

Crossed Eyes #4iii

Glaucoma #53¢R

Macular Degeneration ¥5#E1{t

Retinal Detachment/Disease g

Arthritis Jlii

Cancer §4E

Diabetes #lifR#E

Heart Disease [ g5

High Blood Pressure FEilfil B

Kidney Disease ¥/

Lupus 4fEa#t

Thyroid Disease #E

Oooooooaoaoool s

oOnEooE ot ognood

% Please turn this form over and complete side two %



Social History

RGN
Doyoudrive? Ono Oyes
WEH? & =
Do you use tobacco products? #i#E? O no
&

Do you drink alcohol? Fii#E? Ono® OyesE

Do you use illegal drugs? ig#z? O noEd Oyes &

Have you ever been exposed to or infected with: (O Hepatitis
fF&

=
Review of Systems #EER

O yes

If yes, type/amount/how long:

If yes, type/amount/how long:

If yes, type/amount/how long:

i, fAE/Ba B A

A, fArE/ S A

g, /S A
a
i3]

Do you currently, or have you ever had any problems in the following areas: HAEEGE A LI THifE:

NO YES
SYSTEM 238 =
Fever, Weight Loss/Gain #tkfEHENR
Skin FZMIH

Migraines fiRiEfi#

Seizures Fil

EYES [RI#

Loss of Vision 55iifii

Blurred Vision ##]

Distorted Vision/Halos 7t/
Loss of Side Vision TEFAii

Double Vision # Hii

Dryness HR#Z

Mucous Discharge 53345 Mi
Redness TR

Sandy or Gritty Feeling #Zi#

Ttching jii

Burning #ilj#

Excess Tearing/Watering FiiR
Glare/Light Sensitivity £

Eye Pain or Soreness i

Chronic Infection of Eye or Lid ###
Sties or Chalazion #tiE
Flashes/Floaters in Vision i

Tired Eyes %55

ENDOCRINE P53
Thyroid/Other Glands #E 0 o

Q000000 0OoOOoOooQooono oooaol
agaoaoaooooaaaaaooooano QOO0

gesoaadduaeuaaonoag oaild=-—w

a

2,

03 o)

EARS, NOSE, MOUTH, THROAT E, #, i
Allergies/Hay Fever it

Sinus Congestion S @ FaIll

Runny Nose ik

Chronic Cough {8

Dry Throat/Mouth #&/F15Z

RESPIRATORY I (it

Asthma B

Chronic Bronchitis &3 FiE %
Emphysema [fiisa/

VASCULAR / CARDIOVASCULAR /UMIE %47
Diabetes HiRii5

Heart Pain /[

High Blood Pressure &

Vascular Disease [l
GASTROINTESTINAL /B R4

Diarrhea 875

Constipation {# £}

BONES / JOINTS / MUSCLES & &&/BREi/H1E
Rheumatoid Arthritis JEl#

Muscle Pain JLE35H

Joint Pain BREE

LYMPHATIC / HEMATOLOGIC

Anemia #1fl

Bleeding Problems {Hifil i

ALLERGIC / IMMUNOLOGIC &/ %%
PSYCHIATRIC /&R

o e o R s s R [ S 6 e ol M s G s e G

ABaH aa 00 oty Oa oot Hmé

If you answered YES to any of the above or have a condition not listed, please explain & list medications:

LLEF VR TIHZimiR B SR BE a5 A,

ey

gaag aag 90 - gaog oot oon00o

Doctor's Signature B 4: 5547

Date H Jif



