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Medical History Record

For faster service, please complete the following form prior to ariving at our office .

Appointment Date
Patient’s Name (please print ) :ILU. ﬂ;wm“ Binth Date 12.-04 1996 MorF__F
Street Addres s G aninel. IMAat s Oty Luskmnonss_ State ()-P_ Zip Code 226048
Home Phone _ 9848 6549 0.1 Work Phone 63 8+ 85268+

Employe Occupatio n _;HM“I,AL/
Emergency Contact 9 4&68 '+ 20\ Phone Numbe 1
Date of Last Eye Exam__30.=09- 2.2 Name of Previou s Eye Doctor_.]))b - Noamik oo

Personal  Medical Information: Do you have problems  with any of these systems? I Yes, please
chack  box . —

O  Gastrointestina | 0  Nervous System 0 Mentat—

J  Ex/Nose/Throa t O Genitounnar y 2~ Endocrine (Glands )
Q  CGardiovascula 1 O Musculoskelety - 0 Bloodlymp h

J  Respirator y Q Skig/‘/ 0  Allergic/immunologic
8 Headxhe s Q  Suigeries (what type & when)

Are you in good health? Yps 3 No Q

Any allergic reactions to-fnedications or other substances? Yes U No 4
If yes, please list = VNO wallosale,  Renl

Name oWﬂmkia n__Pre Shivemn/ &LN(TU

Please check Yes or No

Do you smoke ? Yes O No Y9 How much?
Do you drink alcohol ? Yes O No O How much?
Do you take medications ? YE 8  No O Please list names & how olten____Motelay e,

Do you use other substances? Yes O No

Do you have famlily history of any of the following? If Yes, please theck box .
9 Diabete s Q Glaucom a Q  High blood pressur e
O Macular Degen. O Retinal Dctachmt O Cataract s

Please explain any boxes you have checke d

palient  a) Dialule)
——’ \.4

Do you have any of the following? If Yes, please check box .
0O  DryEyes O Eye Surgerle s Q  Wear Glasse s
Z  Blurred Vision O Eye Injurie s Q  Wear Contact s
Any eye problems at this time? Please explai n s xod Wi oro

Are you interested in laser vislon correction?  Yes O No o
Inbiuted

Information  above and It 1s carrect 1o the best of your

Y/gémc <-10- 9090

Please sign below that you have revie
knowledge . \

Signatur e__@i.kba |




