




Name: ___________________________________________________ Age: _____________ Date:_________________

HISTORY WORKSHEET
Please check all that apply    
                                                                                                                                 Please list Medications (include over-the
__ I am having trouble with my distance vision in my right eye.                          counter):
__ I am having trouble with my distance vision in my left eye.                             __________________________________ 
__ I am having trouble with my near vision in my right eye.                                 __________________________________
__ I am having trouble with my near vision in my left eye.                                   __________________________________
__ I am here to explore surgery to get rid of my glasses +/or contacts.                 ___________________________________
__ I am experiencing glare/halos/streaks of light at night.                                      ___________________________________
__ I am having trouble driving at night.                                                                  ___________________________________
__ Bright sunlight in my eyes makes it harder for me to drive.                              ___________________________________
__ My vision problems interfere with activities I would like to enjoy.                  ___________________________________
__ My eyes feel dry.

REVIEW OF SYSTEMS                                                            FAMILY HISTORY      
                                                                                                       (please check all that apply to blood relatives)
1 Musculoskeletal            6 Urinary                                           __ Glaucoma       
__ Osteoarthritis                __ Kidney stones                                __ Cataracts 
__ Osteoporosis                 __ Renal failure or Dialysis               __ Diabetes  
__ Muscle weakness          __ Incontinence                                 __ Blindness
__ Other:                            __ Other:                                           __ Macular Degeneration
                                                                                                      __ Retinal detachment
2 Cardiovascular              7 Endocrine                                      __ Other:
__ Heart disease                 __ Diabetes type:__
__ Chest pain                           How long: _____                          SOCIAL HISTORY
__ Heart attack                   __ Thyroid                                          Occupation: __________________________________
__ Blood clots                    __ Menopause                                     If retired, previous occupation: ___________________
__ Blood pressure              __ Other:                                             Do you smoke? Y/N If Yes, packs per day? __________
__ Cholesterol                                                                                Former smoker? Y/N If Yes, for how long? __________
__ Other:                            8 Reproductive                                  Drink alcohol? Y/N If Yes, drinks per week? _________
                                           __ Prostate
3 Respiratory                   __ Breast cancer                                 FOR CONTACT LENS WEARERS ONLY
__ Asthma                         __ Fibroid                                           Do you currently wear: 
__ COPD                           __ Other:                                            __ Soft __ Rigid Gas Permeable or Hard
__ Pneumonia                                                                               How long have you worn contact lenses?
__ Lung cancer                  9 Immune                                          ___ years
__ Other:                            __ Lymphoma                                    Do you use Monovision?
                                           __ Leukemia                                      (One eye for distance and one eye for near)  
4 Gastrointestinal            __ Rheumatoid arthritis                      Y/N
__ GERD                           __ Lupus                                             If so, which eye is used for far? 
__ Peptic ulcer                   __ HIV/AIDS                                     Right/ Left
__ Liver/Gall bladder        __ Autoimmune                                  Which is your Dominant eye?
__ Other:                           __ Allergies                                         Right/ Left/ Not sure
                                          __ Other:                                             Do you sleep in your contact lenses? Y/N
5 Neurosensory                                                                            When was the last time you wore your contact lenses?
__ Stroke                           10 Cancer                                            _____________________________
__ Aneurysm                      Type:___________                            Do you know your prescription?
__ Seizures                         How long: _____                               ________________________________________________
__ Migraines                                                                                 ________________________________________________
__ Peripheral nerves
__ Other:

Please indicate anything else you would like for us to know about you for the purposes of today's examination:
___________________________________________________________________________________________________
___________________________________________________________________________________________________
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