Brennan Eye Care

Medical History Questionnaire

************************************************************************************

Name Date
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Medical History

Do you have any allergies to medications? Q yes Q no If yes, explain:

List any medications you are taking:

Are you pregnant and/or nursing?  Q yes Qno
Do you use tobacco products? Q yes ano
Do you drink alcohol? Q yes Qno
Do you wear glasses? a yes 0no If yes, how old are they?
Do you wear contact lenses? Q yes ano If yes, how old are they?
Medical History
Please note any history for the following conditions:
CONDITION YES NO RELATIONSHIP
Blindness Q a
Cataract Q a
Crossed Eyes a a
Glaucoma Q a
Macular Degeneration Q Q
Retinal Detachment/Disease Q a
Arthritis Q o
Cancer Q Q
Diabetes a Q
Heart Disease Q a
High Blood Pressure Q Q
Kidney Disease a Q
Lupus a Q
Thyroid Disease a a
Other Q a

#Please turn this form over and complete side two*



Side Two

Review of Systems
Do you currently, or have you ever had any problems in the following areas:

System YES NO ? System YES NO ?
Constitutional Ears, Nose, Mouth, Throat
Fever, Weight Loss/Gain Q W] Q Allergies a Q a
Integumentary (skin) Q a Q Sinus Congestion Q a a
Neurological
Headcaches a a a Chronic Cough a a Q
Seizures a Q a Dry Throat/Mouth a a Q
Eyes Respiratory
Loss of Vision a a Qa Asthma a a a
Blurred Vision a a a Bronchitis a Q a
Distorted Vision/Halos Q a Q Emphysema Qa i Q
Loss of Side Vision a a Q  Vascular/Cardiovascular
Double Vision a a a Diabetes a a a
Dryness a Q a Heart Pain d d d
Mucous Discharge a a a High Blood Pressure O a a
Redness a a Q Vascular Disease ] a a
Sandy/Gritty Feeling a a O  Bones/Joints/Muscles
Itching Qa ] a Rheumatoid Arthritis O a a
Burning Qa Qa a Muscle Pain a a Q
Foreign Body Sensation Qa Q Q Joint Pain a a Qa
Excess Tearing/Watering ] u O Lymphatic/Hematologic
Glare/Light Sensitivity a a a Anemia Q Q a
Eye Pain/Soreness u Q a Bleeding Problems Q a a
Infection of Eye/Lid a a a Aids a a Q
Sties/Chalazion a u ] Hepatitis a ] Q
Flashes/Floaters in Vision ] a Q Kidney a a Q
Endocrine Allergic/Immunologic U a a
Thyroid/Other Glands Qa (] Q  Psychiatric a a a

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




