Nicolitz Eye Consultants

7051 Southpoint Parkway 3™ Floor, Jacksonville, FL 32216 (904) 398-2720

1420 Flagler Avenue, Jacksonville, FL 32207 (904) 425-6060

¢ Oculoplastics
« Cosmetic Surgery
» Contact Lenses

e Laser Surgery
¢ General Ophthalmology
e Prelex

Health Questionnaire

« Refractive Surgery
e LASIK /LASEK
* Restylane/ Radiance

Social History Date
Name: DOB:
Doyousmoke? [1Yes [INo How many packs a day? How many years?

Doyoudrink alcohol? [1Yes [INo Howmuch? [ Rarely [ Occasionally [IDaly [JInexcess

Do you use street drugs? [1Yes [INo What kinds?

Past Medical History

Please list medications you are allergic to:

Pleaslist all major illnesses, hospitalizations, and surgeries with their approximate dates:

1) 5) 9)
2) 6) 10)
3) 7) 11)
4) 8) 12)

Please list all of the medications that you take regularly, their doses and how often taken:

1) 5) 9)

2) 6) 10)

3) 7) 11)

4) 8) 12)

Family History (Check or answer all that apply)

Relation | Living | Age | Dead | Cause | Cataracts | Glaucoma Macular Detached | Diabetes
Degeneration | Retina

Father

Mother

Brothers

Sisters

Children

Review of Eye Health

Loss of vision [1Yes [INo Pleaseexplain
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Blurred vision
Double vision
Dryness
Excess tearing
Redness
Gritty Feeling
Itching
Burning

Eye pain
Light sensitivity
Discharge

Yes
IYes
Yes
Yes
Yes
Yes
Yes
IYes
Yes
Yes
Yes

[INo
[INo
'INo
[INo
'INo
[INo
[INo
[INo
[INo
[INo
[INo

Please explain

Please explain

Please explain

Please explain

Please explain

Please explain

Please explain

Please explain

Please explain

Please explain

Please explain

Have any of these eye problems caused you to decrease or discontinue any of the following:

Driving during the day [1Yes [INo Pleaseexplain
Driving during the night [1Yes [INo Pleaseexplain
Reading [1Yes [INo Pleaseexplain
Hobbies [1Yes [INo Pleaseexplain
Sports 1Yes [INo Pleaseexplain
Employment [1Yes [INo Pleaseexplain
Other JYes [INo Pleaseexplain
Review of Overall Health
Please sign: Reviewed by:
General Gastrointestinal Ear, Nose and Throat
oChills OAppetite poor oBleeding gums
oDepression/Nervousness oExcessive thirst oBlurred vision
oDizziness/Fainting oRectal bleeding oCrossed eyes
oFever oVomiting oDifficulty swallowing
oForgetfulness oDouble vision
oHeadache Skin oEarache/Ear discharge
oLoss of sleep oOBruise easily oHay fever
oLoss of weight oHives oHoarseness
oltching/rash oL oss of hearing
Cardiovascular oChanges in moles oONosebleeds

oChest pain

oHigh/Low blood pressure
olrregular/rapid heart beat
oPoor circulation
oSwelling of ankles

oAIDS

oAppendicitis
OArthritis

OAsthma

oBleeding disorders
oBreast lump

oCancer

oCataracts

oChemical dependency
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oScars
oSore that won’t heal
oSkin cancer

oChicken pox
oDiabetes
oEmphysema
oEpilepsy
oGlaucoma
OHeart disease
oHepatitis
oOHerpes

oHigh cholesterol

oPersistent cough
oRinging in ears
oSinus problems
oOFlashes in eyes
oHalos around light

Other
oHIV positive
oKidney disease
oLiver disease
OMeasles
oMigraine headaches
oMultiple sclerosis
oMumps
oPacemaker
oPneumonia

M uscle/Joint/Bone

Pain, weakness or numbnessin:

OArms oHips
oBack oLegs
oFedt o Neck
oHands oShoulders

Genito-Urinary
oBlood in urine
oFrequent urination
oLack of bladder control
oPainful urination

oPolio

oOProstate problem
oRheumatic fever
oOScarlet fever
oStroke

oThyroid problems
oTuberculosis
oUlcers

oPregnant
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