
                   HEALTH HISTORY   Name:_______________________________ 
   
Milton B. Grin, M.D.          Barbara D. Wolock, M.D.                 Date:________________DOB:_____________ 
                     Aaron R. Florkowski, M.D.                              
Jennifer P. Johnson, O.D.      Lori D. McQuigg, O.D.                   Referred by:_____________________________  
 
Your Health History is an important part of your patient record and required by almost every insurance company.    
Please help us by completing this form in detail before your next appointment.  Thank you. 
 
I.  Review of Systems     Redness   Y  N    
EYES         Itching    Y  N 
 Loss of Vision  Y   N  Foreign Body Sensation  Y  N 

Double Vision  Y   N  Eye Pain   Y  N 
Blurred Vision  Y  N  Sties, Chalazion   Y  N 
Visual Difficulty     Glaucoma   Y  N 

          When driving Y  N  Cataracts   Y  N 
Problem with night     Burning   Y  N 

   Vision  Y  N  Excess tearing/watering  Y  N 
       Dryness   Y  N 
       Other:_____________________________________ 
 

Any eye operations?  Type?  Date?____________________________________________________ 
 

Any eye injury?  Kind?  Date?________________________________________________________ 
 

Explain  “Yes” answer:______________________________________________________________ 
 
RESPIRATORY      CARDIOVASCULAR  
 Asthma   Y  N  High Blood Pressure     Y  N 
 Emphysema/COPD Y  N  Heart Attack/Coronary 
 Seasonal Allergies Y  N   Artery Disease  Y  N 
 Tuberculosis  Y  N  Angioplasty/Bypass Surgery Y  N  

Shortness of Breath Y  N  Heart Murmur   Y  N 
        Congestive Heart  Failure Y   
SYSTEMIC       Slow or Fast Heart Rate  Y  N 
 Diabetes  Y  N  Bleeding Problems  Y  NI  

Thyroid   Y  N  Stroke/TIAs   Y  N
 Kidney Disease  Y  N  Cholesterol   Y  N 
       Hepatitis/Yellow        
               Jaundice Y  N  OTHER: 
 Intestinal Problems Y  N  Allergic/Immunoligic  Y  N  
 Convulsions//Seizures/                  Cancer    Y  N 

  Blackouts        Y                        N  Arthritis   Y  N  
Stomach Ulcers              Y                        N  HIV/AIDS                                Y  N 

            Migraines                        Y                        N  
 Headaches                      Y                        N    
 OTHER:                                                                                                                                             
             ____________________________________________________________________________________  

  
 

- OVER - 



   Y  N 
      
II. PAST HISTORY 
List any medication you take (including eye 
drops):__________________________________________________________________________________ 
________________________________________________________________________________________ 
 
List all major injuries or surgeries you have had in the past:_________________________ 
________________________________________________________________________________________ 
 
Do you have Allergies to any Medications or Latex? Y N  
If  “Yes”, list medications and type of 
reaction:__________________________________________________________________________________ 
_________________________________________________________________________________________ 
   
III. FAMILY HISTORY − Please circle any conditions your parents or siblings have had 

Glaucoma Macular Degeneration Retinal Detachment 
Blindness Diabetes Heart Disease 

Other eye diseases:__________________________________________________________________ 
__________________________________________________________________________________ 
 
Family Doctor’s Name___________________________ Date last visited_______________________ 
 
 
IV. SOCIAL HISTORY 
Daily Activites/Hobbies:______________________________________________________________ 
__________________________________________________________________________________ 
Do you Drive?    Y N 
Do you drink alcohol?   Y N If so, how frequently?______________________ 
Do you smoke or use tobacco? Y N If so, how many packs?_____________________ 
Children    Y N How many?______________________________ 
 
Please list any additional pertinent information:_________________________________________ 
__________________________________________________________________________________ 
 
 
FOR OFFICE USE ONLY 
 
 
_________________________ _______________________  ______________________ 
Physician  Date  Physician  Date  Physician  Date 
 
_________________________ _______________________  ______________________ 
Physician  Date  Physician  Date  Physician  Date 
 
_________________________ _______________________  ______________________ 
Physician  Date  Physician  Date  Physician  Date 


