Medical History Questionnaire
Print and complete for your next appointment with Dr. Kress Associates, PLLC — Phone: (304) 842-4444

Name: Age: Today’s Date:

M S W:

Birthdate: Social Security #: Home Phone:
Address: Work Phone:
City: State: Zip:

Medical Insurance: Vision Optical Insurance:

Occupation: Employer: School/Grade:
Medical Doctor: Last Medical Exam: Last Eye Exam:

Medical History
Do you have any allergies to medications? no yes If yes, explain:

List any medications you take (including oral contraceptives, aspirin, over the counter drugs and nutritional supplements).

List all major injuries, surgeries and/or hospitalizations you have had:

List any of the following that you have had: crossed eyes, lazy eye, drooping eyelid prominent eyes, glaucoma, retinal
Disease, cataracts, eye infections or eye surgery:

Are you pregnantor nursing: __ no ___ yes

Doyouwearglasses? ~ no _ yes Ifyes, how oldis your present pair of lenses?

Do you wear contactlenses?  no __ yes If yes, how is your present pair of lenses?

Type of contactlenses: =~ Rigid = Soft Extendedwear  Other Are they comfortable:

Family History
Please note any family history (parents, grandparents, siblings, children, living or deceased) for the following conditions:

Disease/Conditions No Yes Relationship To You

Blindness Parent or Legal Guardian’s Name
Cataract
Crossed Eyes

Glaucoma

Macular Degeneration Family Members Last Annual Eye
Retinal Detachment/Disease (Living at Home) Exam

Arthritis
Cancer

Diabetes
Heart Disease

High Blood Pressure
Kidney Disease

Lupus
Thyroid Disease

Other




Social History This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you

prefer.

Do you drive? no  yes If yes, do you have visual difficulty when driving? _ no yes If yes, explain:
Do you use tobacco products? no _ yes If yes, type/amount/how long?

Do you drink alcohol? no yes If yes, type/amount/how long?

Do you use illegal drugs? no yes If yes, type/amount/how long?

Review of Systems
Do you currently, or have you ever had any problems in the following areas: (if YES, please explain & list meds)

System Explain/List Medications

CONSTITUTIONAL — fever, weight loss/gain

INTEGUMENTARY - skin

NEUROLOGICAL — headaches, migraines, seizures

EYES - loss of vision, blurred vision, distorted vision/ halos,

loss of side vision, double vision, dryness, redness, mucous

discharge, sandy or gritty feeling, itching, burning, foreign

body sensation, excess tearing/watering, glaze/ light

sensitivity, eye pain or soreness, chronic infection of the eye

or lid, sties or chalazion, flashes/floaters in vision, tired eyes.

EARS, NOSE, MOUTH, THROAT - allergies/hay fever,

sinus congestion, runny nose, post-nasal drip, chronic

cough, dry throat/mouth

RESPIRATORY - asthma, chronic bronchitis, emphysema

VASCULAR/CARDIOVASCULAR - diabetes, heart pain,

high blood pressure, vascular disease

GASTROINTESTINAL — diarrhea, constipation

GENITOURINARY - genitals, kidney, bladder

BONES/JOINTS/MUSCLES - rheumatoid arthritis, muscle

pain, joint pain.

LYMPHATIC/HEMATOLOGIC — anemia, bleeding problems

ENDOCRINE - thyroid glands

ALLERGIC/IMMUNOLOGIC

PSYCHIATRIC

Signature Date




The following paragraph is for the MEDICARE patients only.
| certify that the information given by me in applying for payment under title XVII of the Social Security Act is correct, | authorize any
holder of medical or other information about me to release the Health Care Financing Administration or its intermediaries or carriers
any information needed for this or related Medicare claim. | assign the benefits payable to covered Medicare services to the physician
or organization furnishing the services or authorize such physician to submit a claim to Medicare for payment to me. | request the

payment under the medical insurance program be made to either me or,

Doctor's Name

Patient's Name Signature of Patient

Medicare No. Date Signed

Dr. Theodore Kress, OD Date Staff Tech.

Dr. Christopher Stansbury, OD

()Pt ( YM-F-S-D ()
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