










LIST ALL ALLERGIES (Include: Tape, latex, IV Dye, and Medications):   □ Yes (list below) □ None Known 

 

 

Name of Medication Dosage Frequency Reason Start Date 

     

     

     

     

     

     

LIST ALL OTHER MEDICATIONS/NUTRITIONAL SUPPLEMENTS/HERBS/RECREATIONAL DRUGS CURRENTLY  

TAKEN: (Including over-the-counter): □ None Taken 

Name of Medication Dosage Frequency Reason Start Date 

     

     

     

     

     

     

 SOCIAL HISTORY  

Are you or could you be pregnant at this time? 

  Are you breast feeding?           □  Yes    □ NO             

                                 

□ YES □ NO Are you trying to become pregnant? □ YES □ NO 

Do you drink alcohol? □ YES □ NO If yes, how often? □ Occasionally □ 1/Day □ 2-3/Day □ 4+/Day 

Do you use tobacco? □ YES □ NO  If yes, how often? □ Occasionally  □ ½ Pack/Day   □ 1 Pack/Day   □ 1+Pack/Day 

 

To the best of my knowledge, the above information is accurate and inclusive of my past and present medical 
history. Signature_   Date     

RELATIONSHIP TO THE PATIENT: □ SELF □ PARENT □ LEGAL GUARDIAN 

LIST ALL CURRENT EYE MEDICATIONS: (Including over-the-counter): □ None Taken 












