Patient Name:____________________________                     Date:_____________________

CIRCLE ALL THAT APPLY:                                              SURGICAL HISTORY:
REVIEW OF SYSTEMS:                                                       LIST TYPE OF SURGERY AS APPROPRIATE:
ENMT: trouble hearing, dizziness, ear infections, sinus           Gastrointestinal___________________________
     disease, mouth pain                                                               Heart/Vascular___________________________
RESP: wheezing, shortness of breath, productive cough           Bone___________________________________
GI:  weight loss, acid reflux, difficulty swallowing,                 Gynecological____________________________
   constipation, diarrhea                                                              Urological_______________________________
NEURO: paralysis, tremor, seizures, migraine                          Head & Neck____________________________     
    headaches, other headache                                                      Kidney_________________________________
CV:  angina, swelling in legs, rapid heart rate,                           Other___________________________________
     Palpitations                                                                                 
ORTHO: joint pain, swelling                                                     Provide the following information:
DERM:  rashes, itching, pigmented lesions                                
GU:  incontinence, difficult urination, frequent                          Primary Physician:_______________________

      infections                                                                               Pharmacy:______________________________

 PSYCH: depression, panic attacks, anxiety, manic-                 
     depression                                                                             List any medications you are taking:
LYMPH: easy bruising, easy bleeding, enlarged lymph             _______________________________________                                                                          
                  Nodes                                                                         _______________________________________
PAST MEDICAL HISTORY:                                                  _______________________________________
Hypertension                                                                                _______________________________________

     -duration____________                                                          _______________________________________
Diabetes                                                                                        _______________________________________
     _duration____________                                                      
· / + insulin                                                             Medicine allergies:____________________
High cholesterol                                                                           
Heart Disease                                                                             List any eye medications or surgeries:
Rheumatoid Arthritis                                                                   _______________________________________
Thyroid Disease                                                                           _______________________________________
Gastric ulcers                                                                               _______________________________________
Stroke                                                                                           
Parkinson’s Disease                                                                     Do You:
Multiple Sclerosis                                                                        Smoke              Y/N     ________ how much?
Asthma                                                                                         Drink Alcohol  Y/N     ________ how much?                                                                              
Emphysema                                                                                  Drugs                Y/N     ________how much?       
Kidney Failure                                                                             

Cancer                                                                                          Do you have a family history:  

     Type______________________                                            Retinal detachment Y/N            Glaucoma Y/N
                                                                                                     Macular Degeneration Y/N        Blindness Y/N                                                             
A refraction is a test for determining a patient’s glasses or contact lens prescription.  The test is not covered by most insurance companies.  If I wish to be refracted, I will be prepared to pay the $25.00 refraction fee upon checking in with the receptionist.  _____ YES, Please     _____ NO, Thank You
Patient Signature:___________________________________Date:____________

                                                                                                      Time:___________
