HEALTH HISTORY

Fhysician's Mame = Date of fast visit
Place a mark on "Yes" or “Ne" to indicate if you have had any of the following, Also place a mark to indicate it a blood relative has had any of the
following problems,
Yoursel! Famity Members Yoursalf Family Members

AlDSHIY [JYes [IMoe [dYes [[INa Hepatitis (Type H [(I¥es Mo []Yes [No
Arthiltis CI¥es DINoe ([OYes [INo High Biood Prassura CYes Mo []¥es [|No
Anificial Heart Valve J¥es [JNo [IYes [ No Kidney Disgass [J¥es [JMo []Yes []No
Artilicial Joints Cl¥es [ONo [OYes [ No Lazy Eye [T¥es Mo [IYes [No
Asthma [I¥es [JNe [J¥es []MNo Lupus [1¥es [fNo []Yes [T|Neo
laading [J¥es [IMe [Yes [No Migtauine Hoadachas [(TY¥es Mo []Yes [ |MNe
Blindnoss [¥es [INo [OYes [ No Pacemakar [J¥es [JMo [[]Yes [1No
Cancar [OYes [INo [J¥es [CINo Poor Coler Viswon [CY¥es [OMo  [I¥es [ No
Cataraeis [(I¥es [OMNe [CYes [CINo Retinal Disoase [hes [Mo  [IYos [ Mo
Chamical Dapondancy [C¥es [ONoe [C¥es [JNo Ahoumatic Fovar [(T¥as [JMa  [IY¥es || Mo
Disshbertes [OYes [[IMo [CYes [CINo Shinglos [Tvas [JNo [ Yes [ Ne
[iruny Sanaitivity [OYes [INo [JYes [[JNo Skin Coneitions [TWes (Mo [ Y¥as || Mo
Ermptiygemia [1Yes [ 1Mo |1¥as Mo Stroko [ I%as 1Mo [ 1%¥as [ ]| Ne
= pilepsy []Yas | Mo [O¥Yes [ 1Mo Thyrosd Conditians [ I%as [ IMa [(I¥as [| Mo
Egir Surggory [1¥as | 1No [ ¥es [l No Tuberrculasis [ e [ Mo []%as | Mo
Gilaucomea [ Yes [No L 1¥es | No Tumed Eye [ |Was [ ]No [T ¥as | Mo
Hay Feven [} ¥as | I No [(O¥es Clho Ara you pragnant? Murmbar of chiltdran
Heart Conddition [O¥es [OMNe [dYes [JNo Tobacco use Alcohal use

MEDICATIONS ALLERGIES
List-any medications you are currently taking, including eye drops: List your allergies o medications or other substances
Phamnacy Name o
Phonei )

MEDICARE/MEDIGAP AUTHORIZATION

| reiquuast that payment of authorzed Medicare benefits and, if applicabls, Medigap benafits, be made either to me or on my behalf to

for any servicses fumished to me by that providar,

MName of Doctoe or Clnic

Ta the extent parmitied By law, | authonze any holder of medical or other nformalion abou! me 10 release to e Canters for Medicare ard Medicaid Sorvces, my Medigap
ingurar, and their agests any information needed to daterming thess benalis o benelits for related senvices.

Smnature of Benehciary, Guardian of Personal Remesamaine Diate

Pigasg pein name of Beneficiary, Guardian of Poersonal Rioresgntatie Halalianship 1o Bonaficiary

Y

N\




