Cic > CENTRE EYE

PHYSICIANS & SURGEONS

PATIENT HISTORY RECORD
Date: Referred By: Date of Birth:

Patient Name: Male 0 Female O  Age:

Please answer the following questions about your medical status and history:
1. Have you ever been treated for any medical conditions (diabetes, high blood pressure, arthritis, etc.)?
Yes O No [ If YES, please explain:
2. Have you ever had any eye disease (glaucoma, cataract, wandering or “lazy” eye, retinal detachment)?
Yes [ No [ If YES, please explain:
3. Have you ever had any surgery?
Yes O No [ If YES, please provide date/reason:
4. Have you ever been hospitalized?
Yes [ No [ If YES, please provide date/reason:
5. Do you take any eye medications?
Yes O No O If YES, please list:
6. Do you have any drug or food allergies?
Yes [ No [ If YES, please list:
7. Have you ever had LASIK or refractive eye surgery?
Yes O No [ If YES, please provide date/reason:

8. Do you take any medications?
Yes [ No [ If YES, please list medication, dosage and frequency (or provide a current list) :

Are you currently experiencing any of the following: Yes No IfYES, please explain:

Chronic fever, unexpected weight loss/gain, fatigue

Ear/nose/throat problems (hearing loss, sinus problems, sore throat)

Heart problems (chest pain, irregular heart beat)

Respiratory problems (shortness of breath, asthma, coughing)

Gastrointestinal problems (heartburn, abdominal pain, diarrhea, vomiting)

Urinary problems (pain or discomfort, blood in urine)

Skin problems (rashes, excessive dryness)

Musculoskeletal problems (muscle aches, joint pain, swollen joints)

Neurologic problems (numbness, weakness, headache, paralysis)

Psychiatric problems (depression, anxiety)

Endocrine disease (diabetes, thyroid)

Hematologic/Lymphatic (bleeding or bruising/anemia/phlebitis/past transfusion)

Immunologic (immune deficiency)

Family and Social History

Do you have a family history of medical or eye diseases (diabetes, high blood pressure, cancer, glaucoma, macular
degeneration)?

Yes [ No [ If YES, please explain:

Do you use tobacco? Yes [1 No [d  Drink alcohol? Yes D No [0~ Do you drive? Yes [ No [

Patient Signature: Date:

Provider Signature: Date:

FORM-04242026PHR



