BLUE RIDGE EYE CENTER, P.A.

530 BY-PASS 123 - SENECA, SC 29678 PH (864) 985-1110 - FAX (864)985-1410

MEDICAL HISTORY FORM

Patient’s Name: Age.__ Date:
Primary Care Physician; Phone#
Do'yiou niow, have you ever had: Circle One | When Diagnosed?
Diabetes YES | NO
Treatment: Diet Control Oral Agents Insulin Other
Medical Complication; Kidney Vacular Eye
Heart AfACK. ... .vvviee e et YES | NO
Angina or Chest PaiN.........oeenernuinniieiiiiiniiiiit i YES | NO
Heart Failure........ccooiininiieeiiiii e v s e YES | NO
Irregular or Rapid Heart Beat...................... e YES | NO
A Cardiac Pacemaker Inserted............ccooviiiiiiniiiiiin YES | NO
| High Blood Pressure YES [ NO
Stroke or TIA YES | NO
ATICIMI. . eviviieieriaeuenieetnsoriornientnessnrassesssnacnsssseseserssnsossmersasnensncnes YES | NO
Emphysema and/or Bronchitis...........cooviveveniiiiiiiin, YES |NO
PREumOna. ...iveiiit it erirniie YES | NO
TUDEICUIOSES. . ....eeienere et vee vt et e ee s eie e e et e ers b e ran et saasanas YES | NO
Liver Disease or Jaundice YES | NO
Stomach or Duodenal Ulcer YES | NO
Kidney Stones/Other kidney Diseases YES | NO
Arthritis (if yes, liSUEYPE).........ccoovrrrereeeeriiiiiireeeiieeenns Rheumatoid YES | NO
............................................. Osteo YES | NO
LOF:Ta o7 T T, 11 PP POPTOTPRRN YES | NO v
Type:
e TRUTT T U YES | NO
Underactive Overactive Treatment
Migraine YES | NO
Blood Clot in Legs YES | NO
Bleeding Disorders YES [ NO'
Transfusions of Blood or Plasma YES | NO
HIV Positive, AIDS YES | NO
Other Medical Problems:..........ccccviitiieniiiieernnitiieniieriiiesreien e e YES | NO
If Yes, please describe:
Are you allergic to any medications or to any foods?...........ccceeevecrnrereernnnnee. YES | NO'
If yes, please describe substance & reaction:
Please list medications you are using at present in the spaces provided below:
EYE MEDICATION. . ALL OTHER MEDICAI[ION
Name Dose Freq. Eye Name ! Dose Freq
"
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Eye Doclors Seen

Have you ever had any eye injuries?  Yes No If yes, please describe injuries and dates:
Have you ever had any previous eye surgery or laser? Yes No If yes, please give name of operations
and dates:

What other operations have you had? Please give types and dates:

Are you currently having problems with any of the following: lease circle the specific problem or give details
p

a. Unexplained weight gain or loss greater than 10 lbs...... Yes No
b. Fever, chills, night sweats .........c.cccoorvicnivnnninnnnonenns Yes No
¢. Decreased vision, eye pain, double vision..........ceuvennnees Yes No
d. Decreased hearing, ringing in ears ........ccccoveveeeveiennnenene. Yes No
e. Nasal cogestion, nose bleeds, sinus congestion............... Yes .No
f. Hoarse voice, sore throat..............cccovueeermrenncererereressesens Yes No
g. Chest pains or heaviness, shortness of breath, leg pain when walking,
ankle swelling, irregular heartbeat ............cc.oovueenvreecnnns Yes No

h. Cough, wheezing, coughing up blood or sputum............ Yes No
i. Heartbumn, nausea, stomach pain, diarrhea, constipation Yes No
j. Problems with kidneys, urination, bladder ...................... Yes No
k. Skin rashes or lesions, breast lumps ...........coccvivivnirennenns Yes No
|. Headaches, dizziness, muscle weakness .........coovennenes Yes No
m. Joint Pain, stiffness, swelling ............ccoveveevernrinnenennce. Yes No
n. Depression, nervousness / anxiety ......c..c.ccocevevereinreneennne Yes No
o. Lymph node swelling, infections ............ccocoeevereniennn, Yes No .
p. Itching, sneezing / allergy symptoms ..........curseeereonnens Yes No
a. Are you a smoker:  Yes No #cigarettes per day: when did you stop:
b. Alcohol use: None Social _____  2-3x/week withdinner___ other _____
¢. Occupation: Live Alone: yes . no
d. Exercise: . None __  Occasionally Weekly ____- Daily
e. Do you drive: Yes No

. Among your blood relatives, is there any history of any of the following: Please list: mother, father, sister, brother
2. GlaUCOMA .....ccoveerrrerrarnssenrennrrectser s isssssesissssasossnsssastes Yes " No
D.CAtAMACS ....veveeeerccrrrerecensnscseesseesicsiresarses s s eeas Yes No
c. “Lazy Eye” or Muscle Imbalance............ccoovreurcvemrnnnnee. Yes No
d. Retinal Disease or Macular Disease ..........cccccoecrueeeurnenes Yes No
€. MIZFAINE ....oneecrcinniccceeentitsit e s Yes No
f. Night Blindness/Color Blindness............cccccecccnnvesivassenns Yes No
g. Unexplained Vision Loss........c.coovinmviineisiniorineniennee Yes No
h. Diabetes Mellitus ........c.cocoeercneeececrrnrmnersicesissnssesiane Yes No
1. TUMOr OF CANCET ......ccivivieremnnsinsissessiosssrssacsncsnrsrossssessonns Yes No
j- High Blood Pressure .........cccoccevcmecnemsivisesnsnsesnsenssinsanns Yes No
k. Heart DISEase......ccovrerrermerecnrcisiesicnisenniisiiniassesnissesisennes Yes No
1. Bleeding DISoOrder ..........cooeerereverrcrienrccssrisnisncsesseinsnnnenes Yes No

. If applicable, Are you pregnant? ..............c.ccovvimnniesnrnannnne Yes No

Date:

Nurse/Tech/MD Signature:
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