L.A. VISION OPTOMETRY

Medical History Questionnaire

Name: Today’s Date: / /
P4 Bit:
Address: Phone:
City: Zip: Work Phone: __
Y W5 LIFEE:
Guardian (If ApPlicable): Occupation:
Bl A(REE): e H
Birth Date: / i Social Security # : / V4 Last Eye Exam: / /
4H: L2250 LEXIRtH:
Name of Medical Doctor: Dr.’s Phone:
FES £ B4 TES
How did you learn about us? Last Medical Exam: / 4
AMAIRRER IR A B2 NS/ & v =k

Medical History
Do you have any allergies to medications? [ no [yes If yes, explain:
27/5 010 GRS p BRI SRR

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

List all major injuries, surgeries and/or hospitalizations you have had:
BRE, Fik, ERFEL:
List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal discase, cataracts,

SRR FHE L. #HiR, 9, HRIQ T IE, IRBRZEH, FUIR, MARRHE, SRR SIS

eye infections or eye injury:

Are you pregnant and/or nursing? {5 Zusyiiig,? Clno & Oyes 2
Do you wear glasses? #5587 Clno & Olyes &
Do you wear contact lenses? FFRIZIREE? Clno & Clyes 2
Type of contact lenses: FEHF O Rigid 1@k 3 Soft k=
Family History sgigg s

Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions:
FHE TR SR ( R}, TR, SUBEN, BT, TEETIETHM)
DISEASE/CONDITION NO YE ? RELATIONSHIP TO YOU %I/8RAf%
TN =

Blindness &R

Cartaract [l

Crossed Eyes #it

Glaucoma #36R

Macular Degeneration #i£1k
Retinal Detachment/Disease ff#3IE
Arthritis Fi&

Cancer #55F

Diabetes flifR#%

Heart Disease . 55

High Blood Pressure flfilEE
Kidney Disease T

Lupus %54t

Thyroid Disease #E

ODDDODDODDODDDD O
DDODOODDDODDDQH

% Please turn this form over and complete side two %



Social History
RGN
Do youdrive? [Cno [Clyes
HE? & 2

Do you use tobacco products? fif&E?
Do you drink alcohol? Fi#E?
Do you use illegal drugs? mg#2

Have you ever been exposed to or infected with: IHepatitis

e ParEecy

Review of Systems #EER

COno
B
COno®E Cyes 2

I':I)I(Ezs

CinoE Clyes 2

If yes, type/amount/how long:

If yes, type/amount/how long:

fr#

If yes, type/amount/how long:

W2, RIS A

A, fArE/ S A

g, /S A
O
i3]

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

NO
SYSTEM 48 &
Fever, Weight Loss/Gain #EHEHEER
Skin FZMiHH

Migraines fiRiEfi#

Seizures Fil

EYES R

Loss of Vision 55iifii

Blurred Vision ##]

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

Double Vision # Hii

Dryness iRz

Mucous Discharge 53345 Mi
Redness TR

Sandy or Gritty Feeling #Zi#

Ttching jii

Burning #ilj#

Excess Tearing/Watering FiiR
Glare/Light Sensitivity £t

Eye Pain or Soreness i

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

Tired Eyes %55

ENDOCRINE P43
Thyroid/Other Glands #E

DoDOO00O0O0O0000O0ODDO ODD

O

YES

goooo0O0D00pO000C0OO0 D000

O

opO0ppOooOOOOODDOOO Oodp-wv

0

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

Sinus Congestion S @ FaIll

Runny Nose st

Chronic Cough {8

Dry Throat/Mouth H&/F4Z
RESPIRATORY I (it

Asthma Bl

Chronic Bronchitis 857 &85 4%
Emphysema Jiii§/

VASCULAR / CARDIOVASCULAR /DMIER#R
Diabetes HiRii5

Heart Pain /[

High Blood Pressure &

Vascular Disease [#2

GASTROINTESTINAL /B R4

Diarrhea 875

Constipation {# £}

BONES / JOINTS / MUSCLES & &&/BREi/H1E
Rheumatoid Arthritis i\

Muscle Pain JLE35H

Joint Pain BRE#H

LYMPHATIC / HEMATOLOGIC

Anemia &Il

Bleeding Problems {1l il

ALLERGIC / IMMUNOLOGIC /%%
PSYCHIATRIC [ EifEfE

oo o3

DoOD goo oo OO0Oo0 00O ooo

0000 o0p OO D000 000 00000 w8

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

LU LSBT R BRI 2 S a2,

ey

0000 OO0 Oo DOOO oo oooOoab

Doctor's Signature B 4: 5547

Date H Jif
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