
           PATIENT NAME:    ____________________ PRIMARY CARE DOCTOR: ________________________
PHONE: ______________________

ALLERGIES/ MEDICATION SENSITIVITY:

Have you ever been on Flomax?  Yes  or No
DATE CURRENT HEALTH ISSUES DATE MEDICATIONS

Example: Hypertension, Diabetes, Heart Disease, Thyroid, 
Migraines, Auto Immune, Arthritis etc.

DATE RECENT SURGERIES SOCIAL HABITS

TOBACCO:

ALCOHOL:

ILLICIT DRUGS:

OCCUPATION:

DATE EYE SURGERIES SIGNIFICANT FAMILY HISTORY
Example: Lasik, Cataract, Retinal, etc. Yes No

Diabetic:

Glaucoma:

Cataracts:

High Blood Pressure:



Heart Disease:
Patient Technician 
Updated: __________  __________  __________ Updated: __________  __________  __________



PRIMARY CARE DOCTOR: ________________________

MEDICATIONS

SOCIAL HABITS

SIGNIFICANT FAMILY HISTORY



__________  __________  __________


