
Review of Systems

Name______________________________________________________________________Date________________________________________
 Last                 First              MI

Primary Care Physician: __________________________________________________________________________________________________

Medications:  ____________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Eye Medications:  ________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Are you on any blood thinners such as aspirin? ____________________________________________________________________________

Drug Allergies:  __________________________________________________________________________________________________________

Please list any major surgeries: _________________________________________________________________________________________

_________________________________________________________________________________________________________________________ 

Please list any eye surgery and dates:  ____________________________________________________________________________________

_________________________________________________________________________________________________________________________

Do you have any medical illnesses?  If so, please list:  ______________________________________________________________________

_________________________________________________________________________________________________________________________

Are you pregnant?                  Yes               No  -  If so, what trimester?  _______________________________________________________

Family history of eye disease, such as:  Cataracts, Glaucoma, Macular degeneration, Retinal detachment, Diabetes?  _______

_________________________________________________________________________________________________________________________

Do you drink?                           Yes               No  -  If so, how much per day?  __________________________________________________

Do you smoke?                        Yes               No  -  If so, how much per day?  __________________________________________________

Occupation?  ___________________________________________________________________________________________________________

Hobbies?  _______________________________________________________________________________________________________________

E-mail address?  _________________________________________________________________________________________________________

Whom may we thank for referring you to us?  _____________________________________________________________________________

Comments?  ____________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

Physician’s Signature and Date ____________________________  Physician’s Signature and Date _______________________________

Physician’s Signature and Date ____________________________  Physician’s Signature and Date _______________________________ 

distributed
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