Cary

Name

DOB

Eye"®&>

Center

Past Medical History

OAnxiety

DOArthritis

OAsthma

DAtrial Fibrillation(Irregular Heartbeat)
oBone Marrow Transplantation
oBenign Prostatic Hypertrophy
oBreast Cancer

oColon Cancer

oCOPD

Past Surgical History
oAppendix(Appendectomy)

oBladder(Cystectomy)

oOBreast: Mastectomy RT LT
oOBreast: Lumpectomy RT LT
oOBreast: Breast Biopsy

oColon: Colon Cancer Recection
oColon: Diverticulitis

oColon: Inflammatory Bowel Disease
oColon: Colostomy
oGallbladder(Cholecystectomy)
oHeart: Coronary Artery Bypass
oHeart: PTCA

oHeart: Biological Valve Replacement
oOHeart: Heart Transplant

oJoint Replacement Knee RT LT
oOther:

oCoronary Artery Disease
oDepression

oDiabetes

oEnd Stage Renal Disease
oGERD

OHearing Loss

oHepatitis

oHypertension
oHIV/AIDS

oJoint Replacement Hip RT LT

oKidney: Kidney Biopsy
oKidney: Nephrectomy
oKidney Stone Removal
oKidney Transplant
oLiver: Shunt

oLiver: Liver Transplant
oLiver: Hepatectomy
oOvaries: Endometriosis
oOvaries: Ovarian Cyst
oOvaries: Ovarian Cancer
oOvaries: Tubal Ligation
oPancreas: Pancreatectomy
oOProstate: Prostate Cancer

Date

oHypercholesterolemia
oHyperthryroidism
oHypothyroidism
oLeukemia
oLymphoma

oProstate Cancer
oRadiation Treatment
oSeizures

oStroke

Other

oNone

OProstate: Prostate Biopsy
oProstate: TURP

oRectum: Low Anterior Resect

oSkin: Skin Biopsy

oSkin: Basal Cell Carcinoma
oSkin: Squamous Cell Carcino:

oSkin: Melanoma
oSpleen (Splenectomy)
oTesticles (Orchiectomy)

oUterus (Hysterectomy): Fibro
oUterus (Hysterectomy): Cance
oUterus (Hysterectomy): Cervi

oNone

Ocular History

oAllergic Conjunctivitis
oBlepharitis

oCataract RT LT

oContact Lenses

oCorneal Dystrophy RT LT
oDiabetic Retinopathy

oDry Eyes

oEpiretinal Membrane

oGlasses

oGlaucoma
oGlaucoma Suspect
OMacular Degneration
oNarrow Angles
oOcular Hypertension
oOphthalmic Migraine
oPseudoexfoliation

oORetinal Tear RT LT
oOStrabismus

oVitreous Detachment
oVitreous Floaters RT LT
0Other

oNone



Ocular Surgery

oBlepharoplasty (Eyelid) oLASIK/PRK oStrabismus Surgery

oCataract Surgery RT LT oOPeripheral Iridotomy O0YAG Capsulotomy RT LT
oCorneal Transplant RT LT oPtosis Repair RT LT 0Other

oEye Muscle Surgery oPunctal Plugs

oGlaucoma Surgery ORetinal Laser RT LT

oOlntravitreal Injections RT LT oPunctal Plugs

OCULAR MEDICATIONS

Presciption Drops: Prescription Pills or Injections:

oONone oNone

Over the counter (OTC) Drops: OTC pills/Vitamins, etc:

oNone oNone

Other Medications: Allergies to Medications:

oNone oNone

Social History

Do you Smoke oYES oNO

# packs per day Started smoking

Do you drink Acohol oYES oNO Quit smoking

Additional Information # per drink per day

oDrive in the Daytime dDrive at Nighttime Men-65 yrs or older: How many times in the past year ha
oONot sexually active you had 5 or more drinks in a day

oSexually active with one partner Women-65 yrs or older: How may times in the past year |
oOSexually active with more than one partner you had 4 or more drinks in a day

OSame sex partner

oDrug Use

olV Drug use

How oftern do you exercise?
What is your caffeine use?
Occupation and Workplace

Family HiStOI'y (only first degree relatives, Mother, Father, Sister, Brother, Daughter, Son)
Blindness

Cancer Migraine

Cataracts Retinal Detachement

Diabetes Strabismus

Glaucoma Stroke

Heart Disease Other




Hypertension
Macular Degeneration

Alerts

oAllergy to adhesive

oAllergy to lidocaine oNarrow angles
DArtificial heart valve oPacemaker
oArtificial joints w/in past two years oPremedication prior to procedures
oBlood thinners oRapid heart beat with Epinephrine
oDefibrillator
oFlomax use oPseudoexfoliation syndrome
oMRSA oSteroid responder

oEbola Risk-travel to country with Ebola or patient contact in past 21 days

oPregnant or planning a pregnancy

oEbola Risk-fever, headache or other symptons

Review of Systems

oPoor Vision OElevated Blood Pressure OHeadache
oEye Pain ORapid Heart Beat OSeizure
oTearing oCongestion oStroke
oRedness oWheezing oParalysis
oJaw Pain oShortness of Breath DAnxiety
oScalp Tenderness oUpset Stomach oDepression
OAmaurosis Fugax oDiarrhea olnsomnia

oLoss of vision

oConstipation

oUncontrolled Blood Sugar

oFever OBurning on urination OThyroid abnormalities
oChills OUrinary Frequency OBleeding

oWeight Loss Olncontinence oAnemia

oStuffy Nose oJoint Pain oAllergies

oEar Ache oStiffness oOHay Fever

oCough DArthritis oOHives

oDry Mouth ORash

Other oChanging Moles

If you are 65 years of age or older, please answer these questions.

Vaccination Status

Have you received a pneumonia vaccination? aoYes oNo

Advance Care Planning

Do you have a health care proxy if you are unable to make medical decisions? oYes oNo
If yes, Name Phone Number

Do you have a living will? oYes oONo

Which statement reflects your advance care wishes?
oDo Not Intubate - I do not wish to have a breathing tube.

oDo Not Resucitate - I do not wish to have CPR or an automated external defibrillator.



oFull Cardiopulmonary Resuscitation - All efforts should be made.

Name of Pharmacy: Phone #
Address:
Completed by: oPatient Other: Relationship to Patient

| attest that the above information is true and correct to the best of my knowledge.

Signature: Date:
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