    

Caloosa Eye Center, PA    

Patients Medical History

Name




DOB




Date

Chief Complaint

Why have you come to see the doctor today? ____________________________________

________________________________________________________________________

Past Medical History

Please check any of the medical problems (current or in the past)




YES
NO





YES
NO

High Blood Pressure
____
____

Diabetes


____
____


Rheumatiod Arthritis
____
____

Sleep Apnea


____
____

Thyroid Disease
____
____

Prostate Problems

____
____

Lupus


____
____

Shortness of Breath

____
____

Asthma/COPD

____
____

Congestive Heart Failure
____
____

Slow Heart Beat
____
____

Cancer



____
____

Pacemaker

____
____

If yes, what kind ____________________

Other:__________________________________________________________________

Pharmacy information: _____________________________________________________

Please list any hospitalizations or surgery including eye surgery in the past:

Year

Hospital

Reason



Doctor

_______________________________________________________________________

_______________________________________________________________________

_______________________________________________________________________

LASIK______________________, CATARACT SURGERY____________________

EYE LASERS___________________________________________________________

Eye Medications

Dosage/Amount


How Often

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

_________________________________________________________________

Please list all medications you take OR attach full list

Medication


Dosage/Amount


How Often

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you on Prostate Medications? YES/NO, If YES, Name________________________

Do you have any drug or food allergies? Yes___No___If yes please list.

PCN, SULFA, _____________________________________________________________

Family History:

Do you have any family history of: Glaucoma, Macular Degeneration, and blindness?

In whom__________________________________________________________________

Social History

What type of work do you do or did you do? ____________________________

Have you ever smoked? YES/NO.  Are you still smoking YES/NO.
Do you currently drink alcohol? YES/NO.

Review Of Symptoms

Please check if you have/had problems related to these areas indicated

	
	YES
	NO
	
	
	YES
	NO

	1.Constitutional
	 
	 
	
	7. Endocrine System
	 
	 

	Weight Change
	 
	 
	
	Thyroid Problem
	 
	 

	Fevers
	 
	 
	
	Hormone Treatment
	 
	 

	Sweats
	 
	 
	
	Anabolic Steroids
	 
	 

	Fatigue
	 
	 
	
	8. Breast/Genital
	 
	 

	2. Eyes
	 
	 
	
	Menopause
	 
	 

	Glaucoma
	 
	 
	
	Masses
	 
	 

	Cataracts
	 
	 
	
	Genital Infections
	 
	 

	Macular Degeneration
	 
	 
	
	9. Urinary System
	 
	 

	Blindness
	 
	 
	
	Urinary Tract Infections
	 
	 

	Vision Surgery
	 
	 
	
	Bladder Infections
	 
	 

	3. Ear, Nose, Throat
	 
	 
	
	Kidney Stones
	 
	 

	Loss of Hearing
	 
	 
	
	Incontinence
	 
	 

	Dizziness
	 
	 
	
	Trouble Urinating
	 
	 

	Nose Bleeding
	 
	 
	
	10. Skin
	 
	 

	Gum Bleeding
	 
	 
	
	Cancer
	 
	 

	4. Respiratory
	 
	 
	
	Rashes
	 
	 

	Chronic Cough
	 
	 
	
	11. Neurological
	 
	 

	Bronchitis
	 
	 
	
	Stroke
	 
	 

	Pneumonia
	 
	 
	
	Seizures
	 
	 

	5. Cardiovascular
	 
	 
	
	Head Injury
	 
	 

	Heart Attack
	 
	 
	
	Nerve Damage
	 
	 

	Chest Pain/Angina
	 
	 
	
	12. Psychiatric
	 
	 

	Heart Murmur
	 
	 
	
	Depression
	 
	 

	Anemia
	 
	 
	
	Anxiety
	 
	 

	Transfusions
	 
	 
	
	13. Musculoskeletal
	 
	 

	Phlebitis Or Blood Clots
	 
	 
	
	Osteoarthritis
	 
	 

	Rheumatic Fever
	 
	 
	
	Gout
	 
	 

	6. Gastrointestinal
	 
	 
	
	Other___________________
	

	Reflux
	 
	 
	
	________________________
	

	Hepatitis A
	 
	 
	
	________________________
	

	Blood In Stool
	 
	 
	
	

	Diarrhea/Constipation
	 
	 
	
	
	

	Hernia/Repair
	 
	 
	
	
	

	Gall Bladder Disease
	 
	 
	
	
	
	


The information provided in this form is true and complete to the best of my knowledge.

Patient Signature________________________________ Date____________________

Dr. Signature____________________________________Date____________________

Parna Shenoy M.D. 
