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i\ Eye Care EYE HEALTH HISTORY

Detroit Lakes - Mahnomen
o

P, Yivod

" Jrom our family to yours
If new to our office, date of last eye exam Name of previous eye doctor.
Do you wear glasses: [ Yes QNo
(A All the time (2 Occasionally (JReading (J Driving
Do you wear contacts: [ Yes QNo Type Hours/Day

Describe any problems you have with your contacts:

Are you interested in wearing contacts? dYes [dNo

Place a mark on “Yes” or “No” to indicate if you had any of the following:

Blurred Vision with Glasses- Distance (1 Yes QNo Crossed Eyes O Yes QNo
Blurred Vision with Glasses - Near ( Yes QU No Chronic Infection of Eyeor Lid [ Yes QU No
Headaches 2 Yes QNo Red Eyes U Yes I No
Eye Strain 1 Yes QNo Burning Eyes QYes QNo
Double Vision  Yes QNo Itching Eyes A Yes Q' No
Loss of Vision (1 Yes dNo Watering Eyes  Yes QNo
Floaters or Spots  Yes QNo Dry Eyes 2 Yes QNo
Seeing Flashes (2 Yes A No Discharge from Eyes 2 Yes (A No
Seeing Halos Q Yes dNo Light Sensitivity (1 Yes U No
Eye Injury O Yes I No
MEDICAL HEALTH HISTORY

Date of last medical exam Name of medical doctor
Place a mark on “Yes” or “No” to indicate if you had any of the following:

Yourself  Family Members Yourself Family Members
Blindness QYes No QYes UNo Emphysema dYes No QYes UWNo
Cataracts QYes WNo QYes No Tuberculosis QYes QNo QYes No
Eye Surgery QYes No QYes dNo Arthritis QYes MNo UYes No
Glaucoma QYes dNo UdYes MNo Lupus OYes dNo QdYes No
Lazy Eye QYes WNo dYes No AIDS/HIV QYes No QdYes No
Retinal Disease QYes [MNo QYes MNo Cancer QYes MNo QYes No
Macular Degeneration (dYes [dNo UYes [No Hay Fever OYes UNo QYes No
Diabetes QYes QNo QYes No Hepatitis (type) QYes No dYes No
Heart Condition dYes [dNo QYes UNo Kidney Disease dYes WNo dYes No
High Blood Pressure [ Yes [ No QYes UNo Skin Conditions QYes WNo dYes No
High Cholesterol QYes No QYes WNo Epilepsy/Seizures QYes No dYes UNo
Stroke QdYes No QdYes No Thyroid Conditions [dYes [JNo dYes [No
Drug Sensitivity QYes No QOYes No Other QYes No QdYes MNo
Asthmas QYes No dYes No '
Areyoupregnant? [dYes [No DueDate TobaccoUse dYes [No
Numberof Children _ AlcoholUse [dYes [ No

List your allergies to medications or other substances:

List medications you are currently taking, including eye drops:




