_( ADVANCED EYECARE
Robert Palozej, OD ¢ Matthew Palozej, OD

Medical History Questionnaire

Name: Today’s Date: / /

Address: Cell Phone:

City: State: Zip: Secondary Phone:

Email:

Birth Date: / / Social Security #: - - Sex: M F X Marital Status: M D S W
Employer/School: Occupation:

EMERGENCY CONTACT INFORMATION

Name: Phone: Relation to patient:

PERSONAL HEALTH HISTORY
Primary Care Physician (Name & town):

What is your preferred pharmacy? (Name & Street Address):

Is this a mail pharmacy? OYes O No

Do you have any allergies to medications? O Yes [ No If yes, please explain:

Are you currently taking any medications or supplements? OYes O No If yes, please list below, including

dosage and frequency taken/administered:

Please list any major injuries, surgeries, and/or hospitalizations you have had:

Are you diabetic? OYes [ No [ Pre-Diabetic Ifyes: OTypel OTypell

If you see an endocrinologist, who do you see? (Name & town):

Are you pregnant or nursing? O Yes [ No

MEDICAL HISTORY
Please check the box if you have symptoms of or have been seen by a doctor for any of the following conditions:

O Acid Reflux/Heartburn O Diarrhea/Constipation O Multiple Sclerosis

O Allergies/Hay Fever O Dry Mouth/Throat O Myasthenia Gravis

O Alzheimer’s/Dementia O Eczema/Rath/Dermatitis O Parkinson’s Disease

O Anemia [ Epilepsy/Seizures O Prostate

O Anxiety [ Heart Attack O Ringing in ears (Tinnitus)

O Arthritis O High Blood Pressure O Rosacea/Psoriasis

O Atrial Fibrillation/ Arrhythmia O High Cholesterol O Sexually Transmitted Infection
O Auto-Immune Disorder O Hypothyroidism O Shingles/Herpes

O Back Pain O Hyperthyroidism O Sinus Congestion

O Bladder Issues / Frequency Issues O Kidney Disease O Skin Cancer

O Bleeding/Clotting Abnormalities O Lyme Disease O Sleep Apnea

0O COPD/Emphysema O Lymphoma O Stroke

O Crohn's/Colitis O Lupus O Traumatic Brain Injury/Concussion
O Depression O Migraines/Headaches

PLEASE TURN THIS FORM OVER AND COMPETE REVERSE SIDE



FAMILY HISTORY (parents, grandparents, siblings, children; living or deceased)

Disease/Condition Relationship To You
Blindness OYes ONo
Cataract OYes ONo
Crossed Eyes/Strabismus OYes ONo
Glaucoma OYes ONo
Macular Degeneration OYes ONo
Retinal Detachment/Disease OYes ONo
Diabetes OYes ONo
High Blood Pressure or High Cholesterol OYes ONo
Other OYes ONo

SOCIAL HISTORY
Do you drink alcohol? OYes O No If yes, how often and how much?

What is your smoking status? O Current Smoker O Current Vaporizer User O Cigar Smoker
[ Occasional Smoker O Former Vaporizer User O Never Smoked
O Former Smoker

Do you drive at night? OYes O No

OCULAR HISTORY

When was your last eye exam? [ 1year [O2-5years O More than 5years O Never

Do you wear glasses? O Yes [ No

Do you wear over the counter reading glasses? [Yes [ No

Do you wear contact lenses? [Yes [ No If No, you may skip the next 3 questions.

If yes, what brand/type are you wearing?

How often do you replace your lenses? [ Daily [ 2-weeks [ Monthly [ More than 1 month

What do you use to clean your lenses? [ Multi-Purpose [ Peroxide Solution [ Other:

Check the box if you have experienced or been diagnosed with any of the following:

O Cataracts O Floaters O Ophthalmic/Ocular Migraines

O Cataract Surgery O Glare/Light Sensitivity O Redness

O Color Blindness O Glaucoma O Retinal Surgery or Laser

O Corneal Disease O Halos (around lights) [ Retinal Disease

O Crossed Eyes/Strabismus O Itching/Burning/Stinging O Retinal Detachment

O Diabetic Retinopathy O LASIK/PRK O Sandy/Gritty/Foreign Body Sensation
O Dry Eye O Loss of Peripheral Vision O Tearing/Watering

O Double Vision O Macular Degeneration O Other Eye Conditions (Please explain to
O Flashes O Mucus/Mucus Discharge the doctor)

If you have experienced eye-related trauma, please explain:

Is there anything you would like to discuss with the doctor today?

lunderstand that the information that | have given todayis correct to the best of my knowledge. | also know that this informa-
tion will be held in the strictest confidence and that it is MY responsibility to inform this office of any changes. | authorize the
doctor’s optometric staff to perform any optometric service with my consent.

Patient Signature Date / /






