” »
SOClal HlStOI‘y This informaiion is kept strictly confidentinl. Hewever, vou may discuss this portion directly with the doctor if vou prefer.

3 Yes, I would prefer to discuss my Social History information directly with my doctor. (Check box)

Doyou driive? O no O ves If yes, do you bave visual difficalty when driving? {1 no O yes ! yes, please describe:

Do vou use tobacco products? & ono O ves I yes, typelamount/how Jong:

Do you drink alcohol? 0 no O ves I ves, type/amount/how long:

Do you use illegal drugs? 0 no W yes  If yes, type/amount/how fong:

Have you ever been exposed to or infected with: Q Gonorrhes 8 Hepatitis U HIV (1 Syphilis

Review of Systems

Do you currently, or have you ever had any problems in the following areas:

SYSTEM NO YES ? NO YES
CONSTITUTIONAL EARS, NOSE MOUTH, THROAT
Fever, Weight Loss/Gain = a L Allergies/Hay Fever a o
INTEGUMENTARY (Skin) d 5] 0 Sinus Congestion u d
NEUROLOGICAL Runny Nose u Wl
Headaches o Q o Post-Nasal Drip o "
Migraines .| o a Chronic Cough = a
Seizures O 0 0 Dry Throat/Mouth a3 |
EYES RESPIRATORY
Loss of Viston o a 0 Asthma - E} d
Blurred Vision ) 3 1 Chronic Bronchitis - d
Distorted Vision/Halos 3 d d o _Emphy Seltid - . W
Loss of Side Vision Q 0 | VA&LUL%R:’ (:,ARDI()VAS(LLAR 5 5
Doubie Vision - a Q Diabetes ; :
Dryness ] ] 0 ert Pain U3 ;3
Mucous Discharge a J i ngh?}m(‘f‘ _Pfef’wm o :‘3
Radiad 7 0 3 Vascular Ehisease 4 d
By s AT - GASTROINTESTINAL
Sandy or Gritty Feeling 1 U o Diirhen . 0
ltching a d o Cl e, . 3
Bursing 0l a 0 N “onstipation
Foreien Body S g ) o) 0 GENITOURINARY
orelgn Body Sensation Genitals/Kidney/Bladder U J
Excess Tearing/Watering S Qo d BONES / JOINTS / MUSCLES
(:!'lafﬁfljl ght SQI]SIU Vlty u :] E:i Rheum'dt(}id A!"[h}‘lti‘i {.j a
Eve Pain or Soreness ol a I Musile Do 0 0
Chronic Infection of Eye or Lid QO o U Taine Pain 0 0
Sueparthaladon “ W 9 LYMPHATIC / HEMATOLOGIC
Flashes/Floaters in Vision Q g 3 ; - 0
L Anemia o
. Tired Eyes = U = Bleeding Problems " i
ENDOCRINE ) ALLERGIC / IMMUNOLOGIC 5
Thyroid/Other Glands 3 a 0 PSYCHIATRIC 3 )

If you answered YES to any of the above or have a condition not listed, please explain & list medications:

1T m

167

et

| N

£

I e e

Doctor’s Signature Date



