‘ MINNESOTA OPHTHALMIC

PLASTIC SURGERY SPECIALISTS
6405 France Avenue South Suite W440 | Edina, MN 55435

Patient Name :

Medical History Questionnaire - Page 1

Last

First M.L

Review of Systems - - Do you currently have any of these existing conditions:

Eyes Ears, Nose, Mouth, Throat
Itchy ___ Distorted vision ____ Sties, Chalazion ____ Ear pain ___
Blurry vision ___ Visionloss ____ Foreign body sensation ____ Post-nasal drip ___
Discharge ____ Tired eyes _____ Eye fullness feeling ____ Sinus congestion ____
Tearing ____ Double Vision ___ Chronic infection to eye orlid ___ Stuffy/congested nose ____
Burning _____ Eye dryness ____ Vision problems driving _____ Dry throat/mouth ____
Matting ___ Sandy or gritty feeling__ Night vision problems ____ Runny nose ___
Pain ___ Change in eye appearance ____ Peripheral/side vision loss ____ Pain with chewing
Redness___ Glare/light sensitivity____ Glasses/Contacts Dentures ____
Allergy/Immunologic Skin General Endocrine
Allergies-seasonal ___ Abcess ____ Fever ___ Diabetes ____
Hay fever symptoms ____ Redness ____ Fatigue ____ Excess thirst ____
Asthma ____ Dermatitis (hx) ___ Weakness ____ Frequent urination ___
Hives ____ Lesion(s) ____ Sweating____ Thyroid
Rash ___ Weightloss Cold Intolerance ____
Heat Intolerance ____
Respiratory Cardio/Vascular Musculoskeletal Gastrointestinal
Cough ___ Chest pain _ Muscle pain ____ Abdominal pain ____
Shortness of breath ___ Murmur ____ Joint pain ___ Constipation ____
Wheezing ___ Palpitations ____ Weakness ____ Diarrhea
Dyspnea(hx) ____ Valvular disease ____ Swelling ___
Chronic bronchitis ___
Hematologic/Lymphatic Neurological Psychological
Anemia ____ Headache ____ Depression (hx) ____
Bleeding ____ Numbness ____ Anxiety ____
Easy bruising ____ Tingling ____
Blood clots (hx)____ Paralysis ____

Lymphedema (hx)___

Speech impairment/difficulty ____

Swollen/Painful lymph nodes___Weakness ____

Medical /Surgical History

Ataxia (hx) ____
Facial spasm ____

Date of Birth: / /

List any major illness/surgeries (incl eyelid, orbit, facial or sinus) (Previous 5 years only)

Have you had laser treatment or chemical peel? YES NO

Have you ever had a blood transfusion or potential exposure to HIV/AIDS virus? YES NO

Do you have an allergy to latex? YES NO Ifyes, contact or respiratory?

Do you have Diabetes?

Do you take blood thinners?

Do you have a Pacemaker?

Do you have high blood pressure?

DAspirin OPersantine TEcotrin 0oCoumadin 0Advil oNaprosyn

ONuprin OMotrin Other
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Social History

Do you drink alcohol? YES NO How often?

Do you smoke? YES NO  Previous smoked? YES NO Smoking Cessation Info Given:

Family History

Does your family have any history of the following conditions?
**xx(If yes, only need to indicate one of the following: mother /father/sister/brother/grandparents/uncle/aunt)

Droopy eyelids: Blindness: Cataracts: Glaucoma: Graves or Thyroid:

Allergies/Medications

Do you have allergies to any medications? YES NO Listany

Pharmacy Name: City and Crossroad: Pharmacy #:

List any medication you currently take, including supplements (i.e. Ginseng). NO Medications check here O
*#* May provide a printed copy from PCP or Referring physician ***

Medication Dosage Times per day Additional Info
History Reviewed: NO Changes Additional as noted above (For office use only)
Physicians Signature: Date:
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