Retina Specialists

MEDICAL AND OCULAR

of Alabama LLC
HISTORY QUESTIONNAIRE
Patient Name: Sex: Age: Date:
Eye Doctor__ Address:
) {First) {Lash
Medical Doctor:.__ Address:
(First) (Last)
Other: | Address:
{First) {Last)

Please answer the following questions to the best of your ability. Give dates, a brief description,
and which eye was involved to any yes question.

MEDICAL / SURGICAL HISTORY

Have you had any serious medical problems? | QNo / UYes
(for example: heart, lung, kidney disease, high blood pressure or cancer)

If yes, please describe.

Do you have diabetes? - ONo / QYes
How long have you had diabetes? .
How often do you test your blood sugar? ___ Hemaglobin A1C?
How high was your blood sugar when last tested?_
Have you ever been exposed to HIV or AIDS QNo / QYes
Are you HIV positive? | QNo / OYes
If yes, CD4 count: Date ' ‘
Have you ever been hospitalized for any reason? QO No Q4 Yes

If yes, please describe.

Have you had any major surgery? QO No QYes
If yes, please describe.

Have you had any complications from anesthesia or bad reactions to medications? U No U Yes
If yes, please describe.
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Patient Name: _ ‘ .Date:

D No Q Yes J

Does your vision make it difficult for you to function in activities ofvdaily living?
Please describe:
Do you smoke? U No U Yes
FAMILY HISTORY
Is there any eye disease which runs in your family? U No U Yes
(for example: glaucoma, retinal detachment, or retinal degeneration)
If yes, please describe.
Has any member of your family lost vision for any reason? QNo Q Yés
If yes, please describe. | :
Is there any significant medical disease which runs in your family? U No O Yes
(for example: heart, lung, or kidney disease, high blood pressuré or cancer)
If yes, please describe.
Please list'any medication(s) including eye drops, which you are taking. , _
Are you taking vitamins for your eyes? U No QYes

Name of Medication Amount Taken Times Taken

Eye
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Patient Name: Date:
REVIEW OF SYSTEMS Do you currently have...
CARDIOVASCULAR: PULMONARY:
Chest pain? ‘ONo QVYes Asthma? QNo O Yes
Enlarged heart? ONo QYes EmMphysema? QNo O Yeg
N : - Cough? QNo Q Yes
Heart d ? UNo QY ‘ - ,
ea 'Sease' es Lung disease? UNo U Yes
‘Heart murmur? U No U Yes Pneumonia? ONo O Yes
Irregular heart beat? UNo QYes TRg-°2 QNo Q Yes
Shortness of breath? ONo QYes Wheezing? ONo Q Yes
Swelling of feet? QNo QYes Bronchitis? UNo U Yes
Blood Clots? UNo UYes ENDOCRINE:
High blood pressure? ONo UYes ‘Thyroid disease? UNo QO Yes
High Cholesterol? ONo QYes Diabetes? WUNo UYes
Pace Maker? QN0 O Yes Diabetic Neuropathy UNo Q4 Yes
R, - Diabetic Foot ulcers QNo U Yes
Defibrillator? UNo QYe ,
Hprator > Diabetic Kidney Failure UNo Q4 Yes
HEMATOLOGY: PSYCHIATRY:
Anemia? UNo QYes pepression? QNo Q Yes
Bleeding disease? ONo U Yes Other disorders? QNo QO Yes
Sickle Cell disease? OQNo U Yes GASTROENTEROLOGY'
NEUROLOGY: Stomach trouble? UNo QO Yes
s e
Stroke? QONo O Yes Troubl-e. with intestines? UNo U Yes
o ? Hepatitis? ONo U Yes
Seizures? - UNo QYes Porphyria? ONo QO Yes
Paralysis? OUNo UYes
Dizziness? QNo Q VYes REPRODUCTIVE:
o Are you pregnant? UNo U Yes
Double vision* INo O Yes Date of last menstrual period:
Multiple Sclerosis? UNo QO Yes
, RHEUMATOLOGY:
GENITOURINARY: Trouble with your joints? QUNo Q Yes
Kidney:trouble? ONo QYes Backtrouble? UNo O Yes
Urine problem? QNo QO Yes Lyme disease? UNo Q Yes
Lo
Gonorrhea? QNo Q Yes SarCOldQSI'S. | UNo QYes
. Any other inflammatory disorders QNo Q Yes
Syphilis? UNo QYes
Other? UNo QYes Describe:
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Please describe your current eye problem.

OCULAR HISTORY

Have you ever had any eye disease, surgery, or injury in the past? QNo / UYes
If yes, please describe. Include dates and the name of the doctor who treated you.

Doctor : Date . Describe Which Eye

Did any previous eye disorder result in loss of vision? - @ No / U Yes

If yes, please describe.

Have you ever been told you have amblyopia or “lazy eye”? U No / QYes

THIS SPACE RESERVED FOR PHYSICIAN ONLY

Chief Compilaint:
Reason for Consultation:
History of Present lliness: (Location, Quality, Severity, Duration, Context, Modifying Factors, Timing)

Orientation to time, place & person: U Normal Q1 Other:
Mood/affect: 0 Normal O Other:

Physician’s Signature: Tech. Signature: Date:

Physician’s Signature: Tech. Signature: Date:

Physician’s Signature: Tech. Signature: Date:

MEDICAL ARD OCULAR HISTORY PAGE 4 OF 4 RSA-0298



	tuscaloosa-directions-&-ocular-questionnaire.pdf

