Medical History Questionnaire/BETEME

Name/K % ' Date/5 B B

Date of last eye exam/% & DREED B
List of current medication/IRTERRA L TW A E,

1y 2) 3) 4)

List of eye drops/fEfi L TV 5 B R

Do you have allergies to medications?/ZD 7 L/ X — yes no
If yes, list the medication/ b L yes DB E. 7 LA-F—Z B L TROAA,

1) 2) 3) 4)

List all major illnesses/BEERDIREL £ FNTT W

1) 2) 3) 4)

List all surgeries you have/iBFIZ i} - FIHOLA R

1)) ' 2) 3) 4)

Do you currently have any problems in the following areas? If “YES”, please provide information./ T30 D AIK
CHDETHPyes R BHEFELIBALTT S,

EYES (Glaucoma, cataract, retinal disease, etc) YES | NO Explanation of Problems — B &L AR

Loss of vision (R 2 72 <{2>7k)

Blurred vision ({FLTTRAZA)

Fluctuating vision ({773 —E L T 724)

Distorted vision(halos) GEA TR A 2)

Loss of side vision (EGREFR 2V

Double vision (ZEIZRZ3)

Dryness (B 23 <)

Mucous Discharge (&IZHTH)

Redness (B 723F\)

“andy or gritty feeling (TA5 25T 5)

aching (Hrp &3 EH D)

Burning (B 267 3)

Foreign body sensation (B#EAH5)

Excess tearing-watering (GE2 4 %)

Glare-light sensitivity (XA ESLLY)

Eye pain or soreness (B AFEVY)

Infection of eye or lid (BI-RAEMH D)

Tired eyes (B3N D)

Crossed eyes, lazy eyes (#14R)

Drooping eye lids (IRt A, T )

Fever (403$5 %)

Weight loss (EEAH5)

Other (£ Mfil1)

Heart, blood vessels (. mMEDRT)

Ears, Nose, Throat (£, &, O LYDREHE)




sthma, Emphysema, etc, (FEI 25 % O MEE)

Stomach ulcer, Intestinal disease (B IBHEE)

Genital, kidney, Bladder (1133, B, BHtoHX)

Muscles, Bones, Joints (#3839, &, BIEFIEE)

Skin (B2l DX

Multiple Sclerosis, etc (F#EE RHE DR I)

Anxiety, depression, insomnia (}#H OFHE)

Diabetes, hypothyroid, etc (P53 5% OF &)

Blood, Lymph (i, U >/ % OHEE)

iAllergic, Immunologic (7 LV ¥ —, GEOHEE)

FAMILY HISTORY

DISEASE

YES | NO

REL, TO PATIENT

Blindness (48H)

Glaucoma (kkPIHE)

Arthritis (U ¥ < F)

Cancer (#)

Diabetes (F¥K )

Heart disease, high blood pressure ({L#%, ®ILE)

Kidney disease (&)

Lupus (A—7 X - BIERD—TE)

Stroke (% 1)

Thyroid disease (PR IR IRHELRENE )

Other (£ Ofil)

SOCIAL HISTORY —AFAFRHAEILT

Current Occupation (& 3)

Education (*FE)

Marital status (¥ 15/E)

With whom do you live? (f & EA T E $522)

Do you drive? ({E#z L £33 ?

Do you have visual difficulty when driving? (BERF RICS W X H Y F342)

Do you have problem with night vision? (BRIICRIZK WZ L2350 902 2)

Have you tried contact lenses? (282 WA {27 2 LW H 0 353

Do you currently wear contact lenses? (537 hvyaA" R L TVWE T )

Do you currently wear glasses? (§ 3" 3B ATWETHY)

If yes, how long have you had the current prescription? (R OB IREIIV>TLRD

¥

2)

Do you drink alcohol? (B & kA F 192 ?)

Do you smoke? (7 /32 FRWE 34 7)

Have you ever had a blood transfusion? (lifL % Zi7 /=2 & BBV £34:?)

Patient Signature (8 ®¥4)

Date:

Physician Signature(ERA D44}

Date:




