


Patient Name: _______________________________     Date: _____________

Are you currently pregnant or breastfeeding? 			YES or NO
Do you plan on being pregnant in the following 6 months?  	YES or NO

Do you currently have any of the following?
__ Cochlear Implants
__ Internal Defibrillator
__ Pacemaker

Patient Allergies
						
Please list all medications you are allergic to: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________						
Are you allergic to:						
	Tape		Latex	Iodine/Betadine	
						
Family Medical History

Do any of your grandparents, parents, or siblings have any of the following?	

	 Arthritis
	 Kidney Disease

	Blindness
	Lupus

	Cancer
	Macular Degeneration

	Cataracts
	Retinal Detachment/Disease

	Diabetes
	Sjogren's Disease

	Glaucoma
	Stroke

	Heart Attacks
	Thyroid

	High Blood Pressure
	Other__________________________________



In the last 5 years, have you had any surgeries? 	     Yes or No
If so, please list and include date of surgery ______________________________
____________________________________________________________________________________________________________________________________________________________________________________

Social History

Do you drink?    YES or NO     How often? _______________________________ 						
Do you smoke?  YES or NO    How often?  _______________________________						
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