[image: image1.png]Sonoran Desert
Eye Center

Vision for Life




HEALTH HISTORY

Patient Name: ___________________________________Age_______Date________________________
Please fill out or check any of the following

 that apply to you now or in the past
Name of Family Doctor:__________________________________Date last visited:__________________

Location of Doctor:_____________________________________________________________________

ALLERGIES to medications/Substances: ______________________________________

CONSTITUTION:
___Fatigue Syndrome
___Developmental Disabilities
___Cancer
___Other:________________
EAR/NOSE/THROAT:
___Hearing Loss
___Laryingitis
___Dry Mouth
___Sinusitis
___Other:_______________

NEUROLOGICAL:
___Tumor

___Epilepsy

___Multiple Sclerosis

___Cerebral Palsy

___Other:________________

PSYCHOLOGICAL:

___Depression

___Other:________________

CARDIOVASCULAR:

___Congestive Heart Failure

___Hypertension

___Stroke

___Heart Disease

___Other:________________

RESPIRATORY:
​​​___Smoker

___Emphysema

___Chronic Obstruction

___Asthma

___Bronchitis

___Other:________________

GASTROINTESTINAL:
___Colitis

___Ulcer

___Chron’s Disease

___Other:________________

GENITOURINARY:
___Prostate Disease/Cancer

___Kidney Disease

___Sexually Transmitted Dz

___Other:________________

MUSCULOSKELETAL:


___Osteoarthritis

___Muscular Dystrophy

___Ankylosing Spondylitis

___Fibromyalgia

___Other:________________

INTEGUMENTARY:
___Rosacea

___Eczema

___Psoriasis

___Other:________________

ENDOCRINE:
___Insulin Dependent 
      Diabetes

___Hormonal Dysfunction

___Non-Insulin Dependent 

      Diabetes

___Thyroid Dysfunction

___Other:________________

HEMATOLOGIC/

LYMPHATIC:

___Hypercholesteremia

___Large-volume blood loss

___Anemia

___Ulcer

___Other:________________
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List All Allergies (Medication or Otherwise): ____________________________________________________________________________________
FAMILY HISTORY:
MEDICAL:

___Thyroid, Who:__________________

___Diabetes, Who:__________________

___Hypertension, Who:______________

___Cancer, Who:___________________


OCULAR:

___Lazy Eye, Who:______________________

___Cataract, Who:________________________

___Macular Degeneration, Who:_____________

___Glaucoma, Who:______________________

___Crossed Eyes, Who:____________________

CONTACT LENSES (if known)





Brand:__________________________  Base Curve (BC, if known):________________________





Power (if known): Right:_______________________ Left:________________________________








