Review of Systems

Please indicate if you currently have, or have had in the past, problems in any of the following areas:

Medical History Questionnaire

System
Constitutional

Yes No Not Sure

| Fever, Weight Loss/Gain |

O

Skin Disorders/Disease

o|0o]
O O

O

Neurological

Headaches

Migraines

Seizures

o|go|o

o|a|o

go|oo

Eyes

Blurred vision

Loss of vision

Distorted vision/haloes

Loss of side vision

Flashes/floaters in vision

Dryness

Iltching

Sandy/Gritty Feeling

Eye pain/soreness/aching

Redness

Mucous discharge

Tearing/watering eyes

Glare/light sensitivity

Sties/eyelid infection(s)

Tired eyes

o|o|ooo|ooooo|oo;|o|oio

o|o|oo|ooooioojooonoo

o|g|og|ooog|oooioo/oo|o

Endocrine

Thyroid disease

Diabetes

Other glandular disease

Allergic/lmmunologic
disorders

o ([g|jojo

o (O|j0od

o |O0no

Ears, Nose, Mouth, Throat

Yes

Not Sure

Allergies/Hayfever

Sinus Congestion

Runny Nose/nasal.drip

Chronic cough

Dry mouth/throat

o|goo|o

O|goo|.o

g|ojao|jo|o

Respiratory

Asthma

Bronchitis

Emphysema

0|0oa

ojg|o

ooo

Vascular/Cardiovascular

Diabetes

Heart Problems

High Blood Pressure

Vascular Disease

g|o|noio

a|o|o|o

Ooaoio

Gastrointestinal

Diarrhea

Constipation

oo

o0

a|d

Genitourinary

| Kidney/bladder/genital disorder |

O

O

Bones/Joints/Muscles

Rheumatoid Arthritis

Other arthritic condition

Muscle Pain

Joint Pain

a|g|o|o

O|0o|o

o|oo|o

Lymphatic/Hematologic

Anemia

Bleeding problems

a|a

oo

a|d

Psychiatric disorder/disease

Please list any other pertinent information that you feel may be important in the care of your eyes:
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