GENERAL MEDICAL HISTORY

Patient Name: Date of Birth: Occupation:

Pharmacy: City: Phone:

Medications - List any medication you take regularly including over-the-counter and vitamins or minerals.

Date Medication Dose Freq. Oral / Injectable
Surgeon Date Ophthalmic Surgeries (eye) Ocular Diagnosis DX (eye) | Weight:
Height:

Habits - Tobacco: yes or no

Amount per day:

Counseled: yes or no

YES NO YES NO
a a Pacemaker a a Kidney Disease
a a Defibrillator a a Tuberculosis
a a High Blood Pressure a a Migraines
| o Blood Thinners a a Depression, Anxiety or other Disorder
0 u Diabetes a a Carotid Artery Disease
a a Stroke a a Head or Spinal Injuries
Q u Asthma / COPD a a Seizures, Convulsions, Fainting
A a HIV A a Temporal Arteritis
Q a Heart Disease a a Cancer
( u Artificial Joints / Implants / Stents a a Other:
Date & type of surgery: A a Family history of eye problems:

Technician signature: Date:




