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Name ____________________ _ Date ____________ _ 

Medical conditions for which you have been or are currently being treated: 

D Facial Paralysis

D Allergies

D Kidney Problems

D Arthritis

D Retinitis Pigmentosa

D Other Visual Problems

D Thyroid Disease

D Respiratory Disease

D Cancer

D Diabetes (Type: _________ _
D Skin Conditions

D Osteoperosis

D Cataracts

D Heart Disease

D High Blood Pressure

D Stroke

D Head or Neck Injury

D Depression

Current Medications (prescription and non-prescription), supplements, and vitamins: 

Do you currently use recreational drugs? D Yes D No

If yes, what drugs: _____________________________ _

Do you currently drink alcoholic beverages? D Yes D No

If yes, how often: D Daily D Weekly D Occasionally D Rarely

Have you used tobacco products in the last 24 months? D Yes D No

If yes, what do you use? D Cigarettes D Cigars D Pipe D Smokeless D Other 
How often do you use tobacco products? D Daily D Weekly D Occasionally D Rarely 
If daily, how many times a day? ________________________ _

Please see reverse side 



Please list any allergies: ____________________________ _ 

Please list any surgeries, major illnesses, or hospitalizations and their approximate dates: 

Is there anything else in your medical history that we should know? 
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