Summit Eye Associates, P.C.
Medical History
Name:_______________________________   DOB:_____________   Today’s Date:__________

Do you have problems with any of the following?  Please circle
· Reading newspaper, books, or magazines
Details on the computer

· Reading medicine labels 



Driving in the dark
· Glare from headlights at night


Floaters or flashes

· Seeing street signs




Blur like looking through a film
· Seeing details on the TV



Watery eyes

· Other: ___________________________
What is the most significant problem today? ___________________________
How much does your eye condition interfere with your daily activities?
NONE     1          2         3          4          5         6         7         8        9        10      SEVERE
Any physical frame / lens problems with your glasses?     NO/ NA    YES:___________________
Age of your frames?__________yrs

Any interest in discussing:     Computer Glasses      Rx Reading Glasses      Rx Sunglasses
History
Has any family member (Mother, Father,  Sibling or Child) had any of the following?
(Please circle all that apply and indicate which family member)

Glaucoma           Cataracts           Macular Degeneration          Blindness           Diabetes  
      Hypertension      Heart Disease      Stroke         Cancer       Thyroid Disease       
Other:________________________
Circle if you have or currently take medication for any of the following conditions.

General:  Fever,  fatigue,  weight Loss
Cardiovascular:  High blood pressure, 

Heart Disease,  vascular disease
Skin: Rosacea, warts, MRSA, skin cancer

Angina, Pacemaker, high cholesterol, CHF
Ear Nose or Throat:  difficulty hearing,

Respiratory:  Asthma,  COPD,  Bronchitis

Stuffy nose, cough, dry mouth


Sleep Apnea, C-Pap use
Allergies/Immunologic:  Anemia, Hepatitis,  
Gastrointestinal:  Acid reflux,  colon seasonal  allergies, HIV



problems,  ulcers, hernia








Genitourinary:  Bladder problems,  frequent 
Psychiatric:  Anxiety,  depression, Bipolar,
urination,  Kidney or Prostate problems

dementia,  ADD or ADHD
Endocrine: Thyroid disease, Graves disease
Neurological:  Seizure, Stroke,  Parkinson’s
Diabetes : 





Tremors,  TIAs,  MS

Last Blood Sugar and date:_____________
 
Last A1C value:______________________
Musculoskeletal:  Arthritis, joint pain Fibromyalgia, Osteoarthritis

Other Illnesses Not Listed Above:_____________________________________________

Previous eye surgeries? ________________________________________________
Social History: 
Do you smoke?     NO;     YES:_____/Day,     Quit  x_____yrs ago

Do you drink alcohol?     NO;     YES:    Occ.     1-2/Wk     Daily      Multiple per day
Medication Allergies?    None Known       YES:  ______________________________
Have you ever taken: (Please circle any that apply)

Flomax (tamsulosin)        Hytrin (terazosin)
       Cardura (doxazosin)       Uroxatral (alfuzosin)
