
L.A. VISION OPTOMETRY

Medical History Questionnaire 
Name: 

tt:g,: 
Address: 

fl!l±.!I:: 
City: ____________ _ Zip: _____ _ 

lil'/i5L't:ll£m: 
Guardian (If Applicable): __________________ _ 

fililiMA (.5lffi): 
Birth Date: __ / __ / __ Social Security# : __ / __ / __ 

ff,± '9: 5L'c �B: 

Name of Medical Doctor: ___________________ _ 
*�ffl�tt:g,:

How did you learn about us? ------------------
�□friJ�ili1Ult{l"l05JB9? 

Medical History 

Do you have any allergies to medications? 0 no O yes If yes, explain: 
�t/Ji@�? =a * jf,!Q�JJl�: 

Today's Date: ___ I ___ I __ _

Phone: 
ffl�: 

BM: 

Work Phone: 
Ii'F'm�: 

Occupation: 
��: 

Last Eye Exam: ___ / ___ / __ _ 
J:�ffl�B: 

Dr. 's Phone: 

��f!W;: 
Last Medical Exam: 

..t�l!n�B: 
_/ __ / __ 

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

List all major injuries, surgeries and/ or hospitalizations you have had: 
����. =Ff�. ]lfH��/ft�: 

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal disease, cararacrs, 
�IJtf:lffl�it}@:e;!J/ft�: t}fftW,, �iftW.. ffl�""ffil, ffl!*�tl:l, t'B\::UN, iftW.WJ)��W3, B P'Jll¥�11NllfJit}� 

eye infections or eye injury: -----------------------------------­
Are you pregnant and/ or nursing? ffillpz�flrn�L? 
Do you wear glasses? t,'/Jifflj.Q? 
Do you wear contact lenses? t,'/Jil\1�H�ffl�? 
Type of contact lenses: 1\1�.U��Jt: 
Family History �1/ig*� 

Ono =a
0 no =a
Ono B 
0 Rigid liil!� 

Oyes * 
Dyes* 
Dyes* 
D Soft(�� 

Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions: 
�mtBJfHIJ�1rl3*� ( x:a, W!E!X:i§J:, 5cJM!iAA:, m=r, :(f���r.'.:ffll�) 

DISEASE/CONDITION NO YES 
m/U( s * 

Blindness NHN 
Cataract BPSll\;'t 
Crossed Eyes j.:}if,j! 
Glaucoma ,-/f;)\:;HN 
Macular Degeneration jliJ)J�fl: 
Retinal Detachment/Disease if,j!WJ� 
Arthritis J[d.j!J.: 
Cancer �nE 
Diabetes WPI<wJ 
Heart Disease ,e.-•1/ig 
High Blood Pressure r.:lilin� 
Kidney Disease �Jil<m 
Lupus fR.©'.*� 
Thyroid Disease rM-ES 

0 0 
0 

0 

□ 

□ 

□ 

□ 

0 

□ 

□ 

0 

□ 

0 

□ 

0 

□ 

□ 

□ 

□ 

□ 

□ 

0 
□ 

□ 

□ 

□ 

□ 

? RELATIONSHIP TO YOU *111™-f;f-

* Please turn this form over and complete side two *
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