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VISALIA EYE CENTER DATE:
MEDICAL GROUP
NAME: PHONE:
ADDRESS:
TINSURANCE: 2 INSURANCE:

Do you have current symptoms related to the body systems listed below?
YES NO Explanation of Problem

EYES i s a o
Have your eyes been dilated before?......cummerens. a o
Any adverse reaction t0 dilation? .......ceeeecureeeessrenns a O
Ears, nose, mouth, throat
SiNUS CONGESHION cvrerreresrenesrenesrsseassnsanens a O
Chronic CoUgh .uuueerinimiiemr s 0o o
Dry throat/mouth ...cuceeeeeennssesermnnsssensnns a d
Cardiovascular (heart/high blood pressure) ....... g o0
Respiratory (asthma/emphysema/bronchitis) ...... a Qa
Gastrointestinal (stomach intestines) .......eceeueee. o o
Genitourinary (genitals/kidney/bladder).....ccecuee.. a o
Musculoskeletal........ccececerreeecererescrnmsecensaeeenss a d
Muscle/Joint (Arthritis)
Integumentary (skin and/or breast).....cccuusereernnnns Q o
Neurological (StrOKE) «u.weeerreeeerrerescssmsecsensaesenss a o0
Psychiatric (Depression/anxiety) .....cuueeescasmmnemeenns g 0O
Endocrine (DiabeteS/thyroid) . eesessesesessasenesnnss a Qa
Hematologic/LymphatiC.......cccccveeeecurmrencemsaeeenss a o0
Blood (ANEMIA) verrrrrearurarrrerermrarereeeseanns a 4d
LYMPh NOTES vuvurerererrsrereresessmsensasassesnass a d
Allergic/lmmunologiC .......ceeeerereeeeceesesnseanennas g o
S€as0Nal AllErgIES weeererrerereesersessesenns g o
Hay fever Symptoms ......eeseeeseseeseeresnes O od
Have you ever had a blood tranSfUSIONT ........ouei i O vyes O no
Have you ever been in intimate contact with a person who had a sexually transmitted disease? ............. O vyes O No

Have you had crossed eyes, lazy eye, drooping eyelid, prominent eyes?

Do you have allergies to any medications O vyes O NO If YES, list medications
1.

2. 4.

PAST HEALTH HISTORY

List all medications you currently take

List all major operations

(continued)
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