Name:

Date:

Southern Montana Optometric Center
Health History Information

Reason for Visit:

Last Eye Exam:

Name of Primary Care Physician/ Location:

Name / Location:

Last Medical Exam:

Have you been diagnosed, treated for or experienced the following?

Family Medical History:

if Yes —Mother’s or Father side, sibling?

Blurred Vision
Burning

Tearing
Itchiness

Double Vision
Flashes

Floater

Glare

Light Sensitivity
Poor Night Vision

OOoO0Ooooodog
O0o0oooO00o

Eye Pain

Turned Eyes

Lazy Eye

Headaches

Cataracts

Glaucoma

Macular Degeneration
Retinal Detachment
Iritis

Blindness R orLeye

Blindness
Cataracts
Corneal Issues
Diabetes type 1
Diabetes type 2
Glaucoma
Heart Disease
Macular Degen
Retinal Issue

ooo0o00000

Lazy Eye

Current Medications:

Current Personal Medical History: (Please check all that apply to you)

Canstitution
Pragnant
Murzing
Cancer
Chranie Fatigue
Developmental Disabilities
Other
ose f Throat
Hearing Loss
[0 Sinuses lssues
[J Dry Mauth
[ Caher
Heurcdopic
Migraina
Cpilepay
Alzhaimears

Og000000

Dementia

Carmbral Paliy
Tumar

Stokef CWA
Multiple Selerasis
Autism Spectrum
Other

g 000000000

F

Depression
ADD/ ADHD
Ankiety
Bipalar
Other

ooooo

Cardiovascular
[ Heart DE=ase
[ Strokef Ol
[ High Blood Prassure
[0 Cangestive Heart Failure
Respiratary
Smaoker
Asthma
Bronchite
Emphisema
COPD
Sleap Apnea
Othar
aintestinal
Crehn's
Ukerative Colitis
Ulkears
Aeid Reflux
Caliat Dmmase
Othear
Genitourinary
] Kidney Diseaze
[ Prastrate deease/cancer
[ 5T [herpasy chlamydial
[ Othar
Blood f L hiatic
1 #&nernia
[] High Chalesters
[ Leukemia

goadooaoo

Gastr

gxroooo

Musculoskeletal
Fibromyialgia
Arthrite
O=temparthritis
Osteoporosis
Gaut
Museular Dystraphy
Cther
Intepumentary [skin
LCezerna
Razacma

goooooo

PLoriazis

Cald Sores [simplex)
Shingles {rister]
Othar

Endocrine

Diabetes ~Type 1
Diabetes — Type 2
Thyraid Dysfunctian
Harmonal Isgues
Other

Allergicf Immunological
Crviranrnantal Allergies
Lupus

Rheumatoid Artarits
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Sjogren's Symdrame
Hiv +

Drug Allergies
Othar

ooooooo
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