LeGrand   Associates

MEDICAL HISTORY
IN ORDER THAT WE MAY KNOW A LITTLE BIT MORE ABOUT YOU

PLEASE ANSWER THE FOLLOWING QUESTIONS.

___________________________________________________________________________________________

NAME_____________________________



DOB___________________________
Explain eye disease, injury, or impaired vision: ______________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

1
Are you presently taking any medications?                                        No____
Yes____

      If so please list:
2
Are you diabetic?






     No____
Yes____
3
Are you being treated for High Blood Pressure?


     No____
Yes____
4
Have you been diagnosed with Glaucoma?


     No____
Yes____
5
Have you been diagnosed with Cancer?


     
     No____
Yes____

If so what Type:

6
Have you been diagnosed with Tuberculosis?


     No____
Yes____

If so when (month and year):
7
Have you been diagnosed with Hepatitis?



     No____
Yes____


If so what Type?

8
Have you been diagnosed with H.I.V. or A.I.D.S.?

     No____
Yes____
9
How are you feeling today?

__________________________________________________________________________________

10
For patients who are currently wearing prosthetic eye(s) or scleral shell

1-Please check any of the following symptoms you are experiencing:


A. __mucous discharge
B.__ pain
C.__ itching
      D.__ swelling


2-Please add any details we should know, or any other problems:


________________________________________________________________________________________



________________________________________________________________________________________
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