
Mead EyeCare & EyeWear MEDICAL HISTORY
Charles R. Mead, O.D.

Jessica L. Schara, O.D. Please bring this completed form to your exam OR

Phone 651-735-9550 FAX prior to your exam. 651 735-9322

www.MeadEyeCare.com

NAME_____________________________________ Exam Date______________________

Last First

Date of Birth____________ Employer/School__________________________

If new-last eye exam date_____________ Occupation/School level_____________________

Last Medical exam date______________ Primary Care Dr/Clinic______________________

Prescribed Eye Medication   ____No    _____Yes    Date______Reason_______________

Eye injury    ____No ____Yes ____Left ____Right   Date______ Reason_______________

Eye surgery ____No ____Yes ____Left ____Right   Date______ Reason_______________

Cataracts ___No ____Yes Date of Diagnosis_____________

Glaucoma ___No ____Yes Date of Diagnosis_____________

Macular Degeneration___No ____Yes Date of Diagnosis_____________

Current Visual Symptoms: Please circle all that apply.

Headaches Burning Eyes Red Eyes

Migraine Headaches Dry Eyes Sandy/Gritty Feeling

See Flashes Watery Eyes Crossed Eyes

Light Sensitive Eye Pain Blurred Distance Vision 

Glare Soreness     with corrective lenses

Poor Night Vision Foreign Body Feeling Blurred Close Vision 

Poor Color Vision Eye Infection     with corrective lenses

Tired Eyes Itchy Eyes See Halos

Eye Strain Mucus Discharge Double Vision

Wandering Eye Droopy Lid Floaters/Spots

Loss of Vision

REVIEW OF SYMPTOMS - PERSONAL MEDICAL HISTORY

Constitutional Ear/Nose/Throat Cardiovascular Respiratory
____Cancer ____Hearing Loss ____Hypertension ____Asthma

____Trauma/Large Volume  Blood Loss ____Upper Respiratory Infect ____Stroke ____Bronchitis

____Developmental Disability ____Other: ____Heart Disease ____Emphysema

____Fever ____NONE ____Vascular Disease ____COPD

____Weight Loss ____Other ____Other

____Other ____NONE ____NONE

____NONE

Gastrointestinal Genitourinary Musculoskeletal Dermatologic

____Crohn's ____Kidney Disease ____Osteoarthritis ____Eczema

____Colitis ____Urinary Tract Infection ____Fibromyalgia ____Rosacea

____Other ____STD-Herpetic/Chlamydia ____Muscular Dystrophy ____Psoriasis

____Acid Reflux ____Other ____Ankylosing Spondylitis ____Other

___NONE ____NONE ____Other ____Acne

____NONE ____NONE

http://www.meadeyecare.com/


Neurological Psychiatric Endocrine Hematological

____Multiple Sclerosis ____ADHD _____Non-Insulin Dependent Diabetes ____Anemia

____Epilepsy ___Depression ____Insulin Dependent Diabetes ____Leukemia

____Cerebral Palsy ____Schizophrenia ____Thyroid Problem ____Other

____Tumor ____Other ____Hormone Dysfunction ____NONE

____Other ____OCD ____Other

____NONE ____NONE ____NONE

Immunologic ____Pregnant List ALLERGIES and Physical Reactions

____AIDS or HIV ____Nursing ____Drug

____Rheumatoid Arthritis ____NA

____Lupus

____Neurofibromatosis

____Other ____NO Drug Allergies ____Environmental

____NONE

Medications and/or drugs (including herbal) that you are taking.

Attach a detailed list if more than 6 medications. Returning patients may also receive a

printout of previous medications to compare on your exam date.

1_________________for _______________              4___________________for________________

2_________________for________________             5___________________for________________

3_________________for________________             6___________________for________________

YOUR FAMILY HISTORY - Has anyone in your family living or deceased been diagonosed with:

Codes:  GP-grandparent, P-parent, S-sibling, CH-child, A-aunt, U-uncle

Returning patients may update changes since last eye exam.

Yes/No Blindness__________ Yes/No Cancer________

Yes/No Cataract___________ Yes/No Diabetes___________

Yes/No Glaucoma__________ Yes/No Heart Disease__________

Yes/No Macular Degeneration_________ Yes/No High Blood Pressure________

Yes/No Retinal Detachment___________ Yes/No Kidney Disease___________

Yes/No Crossed Eyes________ Yes/No Lupus_________

Yes/No Arthritis___________ Yes/No Thyroid Disease________

SOCIAL HISTORY

Yes/No Do you wear eyeglasses?  ____All the time ____For Office Work

____Occasionally ____Reading Only

____Driving Only ____Sunglass Protection

Yes/No Do you wear contact lenses?    Soft Gas Permeable

Brand____________________

Yes/No Alcohol Use    Occasional 1/day 2-3/day 4+/day

Yes/No Tobacco Use Occasional 1/2 pack/day 1pack/day

1+pack/day Chew


