Danville San Ramon Eye Medical Corp.
Patient Name: ________________________________ DOB: ____/___/______ Date: ____/____/______

Current Medications INCLUDING eye drops: 
Do you have allergies to any medications:  


[image: image1]  Yes    No   If YES, list drug allergies:______________
Reason for your visit today: _____________________________   Weight ________ Height ________
PERSONAL PAST HISTORY:

 
       Have you ever had the following diseases?

YES
NO






YES
NO


[image: image3]

[image: image4]
Glaucoma
(eye - 
right
left)


[image: image5]

[image: image6]
Emphysema


[image: image7]

[image: image8]
Cataract
(eye -
right
left)


[image: image9]

[image: image10]
Asthma


[image: image11]

[image: image12]
Retinal detachment (eye -  right
left)


[image: image13]

[image: image14]
Pneumonia


[image: image15]

[image: image16]
Eye injury (eye -  right   left)



[image: image17]

[image: image18]
Hepatitis


[image: image19]

[image: image20]
Eye infection (eye -  right   left)



[image: image21]

[image: image22]
Arthritis


[image: image23]

[image: image24]
Diabetes





[image: image25]

[image: image26]
Thyroid problems


[image: image27]

[image: image28]
High Blood Pressure




[image: image29]

[image: image30]
Multiple Sclerosis


[image: image31]

[image: image32]
Stroke






[image: image33]

[image: image34]
Epilepsy


[image: image35]

[image: image36]
Heart Attack





[image: image37]

[image: image38]
Tuberculosis or TB


[image: image39]

[image: image40]
Coronary Artery Disease



[image: image41]

[image: image42]
Migraine headaches


[image: image43]

[image: image44]
Congestive Heart Failure



[image: image45]

[image: image46]
Ulcers of stomach


[image: image47]

[image: image48]
Cancer






[image: image49]

[image: image50]
Herpes


[image: image51]

[image: image52]
Anemia






[image: image53]

[image: image54]
Shingles


[image: image55]

[image: image56]
Venereal Disease (STD)


             
[image: image57]

[image: image58]
Lupus


[image: image59]

[image: image60]
Illicit drug use (specify):_________


[image: image61]

[image: image62]
AIDS virus (HIV?) 


[image: image63]

[image: image64]
Are you pregnant?





List Major Illnesses, Injuries, or Surgeries(including eye surgery):

SOCIAL HISTORY

Current occupation_____________________________



Do you smoke?

[image: image65] YES, pack/day_____     
[image: image66] NO
    


Do you drink alcohol?      
[image: image67] YES, how often? _____day/week       
[image: image68] NO

Do you drive?  

[image: image69] YES
  
[image: image70] NO
     
Do you currently wear glasses?    
[image: image71] YES   
[image: image72] NO
Do you have visual difficulty when driving?  
[image: image73] YES    
[image: image74] NO


Have you ever lived outside the USA?   
[image: image75] YES, When:                    Where:                      
[image: image76] NO
Have you ever had a blood transfusion? 
[image: image77] YES,  When:                     Where: 
         
[image: image78] NO
 

             
FAMILY HISTORY (Check all that apply):

[image: image79]Diabetes


[image: image80]Cancer
 
[image: image81]Glaucoma   
[image: image82]Cataract   
[image: image83]Macular Degeneration    

[image: image84]Migraine Headache

[image: image85]Stroke
 
[image: image86]Blindness


[image: image87]Heart Disease


[image: image88]Tuberculosis 
 
[image: image89]High Blood Pressure

REVIEW OF SYSTEMS: Are you currently experiencing any of the following?
YES   NO

          YES    NO                                  YES   NO


[image: image90]      
[image: image91] Loss of vision
          
[image: image92]       
[image: image93] Burning
                       
[image: image94]      
[image: image95] Seizures



[image: image96]      
[image: image97] Redness
          
[image: image98]       
[image: image99] Itching

          
[image: image100]      
[image: image101] Chronic cough/Shortness of Breath

[image: image102]      
[image: image103] Double vision
          
[image: image104]       
[image: image105] Crossed Eyes
          
[image: image106]      
[image: image107] Chest pain




[image: image108]      
[image: image109] Floating objects         
[image: image110]       
[image: image111] Excess Tearing
          
[image: image112]      
[image: image113] Severe Headache


[image: image114]      
[image: image115] Eye pain/soreness      
[image: image116]       
[image: image117] Glare/Light Sensitivity 
[image: image118]     
[image: image119] Fever




[image: image120]      
[image: image121] Flashing lights
          
[image: image122]       
[image: image123] Lazy Eye (amblyopia)  
[image: image124]     
[image: image125] Thyroid problems



[image: image126]      
[image: image127] Dryness of eyes         
[image: image128]       
[image: image129] Past Eye Surgery          
[image: image130]     
[image: image131] Weight Loss/Gain


[image: image132]      
[image: image133] Distorted vision         
[image: image134]       
[image: image135] Recent viral infection   
[image: image136]     
[image: image137] Fatigue/Tire easily
             
Patient’s Signature: _____________________________________Date:____________           mhf#5 2025






























































































































































































































































































































































































































































































































































































































































































































































































































































