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 MEDICAL HISTORY AND REVIEW OF SYSTEMS

Name ______________________________________________________________________ Date ____________________________

Address: ________________________________________________________________Tel: (______) ___________-______________



No.

Street

Apt

Zip

Date of birth ______/________/__________ Primary Care (Regular) Doctor: _____________________________________________

Marital status: SINGLE   MARRIED   DIVORCED              Employment: EMPLOYED       NOT EMPLOYED        STUDENT

        WIDOWED   SEPARATED  

                            RETIRED          SELF EMPLOYED      ACTIVE DUTY

Last eye exam (Date/Physician) _________________________________________________________________________________

                                                                          Glasses/Contact Lens

      Do you currently wear glasses? ( YES   ( NO    
                     Have you ever tried to wear contact lenses?  ( YES ( NO  

      If YES, how long have you had the current 


         Do you currently wear contact lenses? ( YES  ( NO
      prescription? __________


         If YES, how long have you worn contact lenses? ______

Do you currently take medications (please circle):   YES or NO  

If yes, List all medications you currently take (prescription and over-the-counter, list name of medication, what it’s for.)        


    _________________________________    _______________________________    _______________________________

_________________________________    _______________________________    _______________________________

_________________________________    _______________________________    _______________________________

_________________________________    _______________________________    _______________________________

      Are you Allergic to any medication(s)? _________________________________    _________________________________

Do you have Seasonal Allergies? __________________________  _______________________ _____________________

Have you had any Eye injuries/ Surgeries/ Eye Disease? _________________________ __________________________

Do you currently have any problems in the following areas? Please Circle

	Eye

 Blurry vision

 Red 

 Itchy

 Dry

 Discharge

 Burning

 Sore

 Foreign body sensation

 Halos

 Flashes of light

Other:___________

 Integumentary

 Lupus

 Rosaca

 Eczema

 Other:___________


	Endocrine

Diabetic

Thyroid Disorder

Graves Disease

Crohn’s Disease

Gout

Other: ____________

Cancer or tumors

Type: _________

Location:______

Date dx________

Treatment:_____​

Gastrointestinal

Hepatitis(type____)

Gall stones

Ulcers

Acid reflex

Other:____________
	Cardiovascular

Heart Disease

High Blood Pressure

Pacemaker / Stents

Cholesterol

Other: ________

Neurological

Bell’s Palsy

Dyslexia

Epilepsy

Multiple sclerosis

Parkinson’s disease

Seizure disorder

Other: ___________


	Immunologic

Aids/ HIV+

Lyme Disease

Herpes

Tuberculosis

Staphylococcus            infection 

Anemia

Other:________

Psychiatric

Anxiety

ADD/ADHD

Alzheimer’s    

Autism

Depression

Insomnia

Bi-Polar

Other:________


	Musculoskeletal

Rheumatoid Arthritis

Arthritis

Muscular dystrophy

Osteoporosis

Scoliosis

Other:___________

Respiratory

Asthma

COPD

Emphysema

Tuberculosis

Head

Headaches

Sinusitis

Chronic cough

Dry mouth

Other:_______




List any surgeries you have had (heart, pacemaker, stents, gallbladder, appendectomy, etc.):

_________________________________    _______________________________    _______________________________

_________________________________    _______________________________    _______________________________ 
       ​​​​​​​​​​​​​​​​____________________________________     __________________________________    __________________________________

Family History

    Cataracts                                        ( YES       ( NO   mother   father   sister/brother   grandparents(maternal/paternal)
    Glaucoma                                      ( YES
( NO   mother   father   sister/brother   grandparents(maternal/paternal)
    Macular degeneration                    ( YES
( NO   mother   father   sister/brother   grandparents(maternal/paternal
    Retinal problems/detachment        ( YES
( NO   mother   father   sister/brother   grandparents(maternal/paternal)
    Cross eye                                       ( YES
( NO   mother   father   sister/brother   grandparents(maternal/paternal)
    Diabetes                                         ( YES
( NO   mother   father   sister/brother   grandparents(maternal/paternal)
    Heart disease                                  ( YES
( NO   mother   father   sister/brother   grandparents(maternal/paternal)
    Cancer/tumor                                 ( YES
      ( NO   mother   father   sister/brother   grandparents(maternal/paternal)
SOCIAL HISTORY:                  

     Do you drink alcohol?  ( YES  ( NO 
If YES:
occasional    1 per day       2-3 /day         4+ /day 

     Do you smoke?
( YES
( NO  
If YES:
occasional    ½ pack/day    1 pack/day     1+ pack  

     Do you use street/recreational drugs? ( YES
( NO         Are you a former user?  ( YES  ( NO

     Have you ever had a blood transfusion?  ( YES
  ( NO      

     Are You HIV/Aids Positive? ( YES   ( NO      
I certify that the above information is correct to the best of my knowledge.  I will not hold my doctor or any member of his staff responsible for any errors or omissions that I may have made and provided in the completion of this form

Patient Sign: ______________________________________     Form completed by    FORMCHECKBOX 
 patient       FORMCHECKBOX 
 family      FORMCHECKBOX 
 other      FORMCHECKBOX 
 staff   

                                  (If minor, parent/guardian signs)                            FORMCHECKBOX 
 History reviewed           FORMCHECKBOX 
  No Changes    FORMCHECKBOX 
 Additions as noted above                                                                                      

Reviewed by Clinic Asst. ______________________          Physician’s Signature: ________________ John Capino, MD      
Date: ________________________
Rev 12/2011


