Oculoplastic Consultants of Central PA
Patient History Form
PLEASE FILL OUT COMPLETELY & USE BLUE OR BLACK PEN

Name Date
Please list current medications:
Name of Medication Reason for Taking Dosage How Often

Do you take aspirin, ibuprofen (Advil, Nuprin), Dipyrimadole? Yeso Noo Coumadin? Yeso Noo
Do you take prophylactic antibiotics prior to dental work? Yeso Noo
If yes, please list prescribed medication and dosage

Pharmacy name and number:

Allergies to Medications Surgical History Medical History

Circle if you have: Pacemaker or Defibrillator (provide implant device ID card)

Review of Systems

GENERAL RESPIRATORY MUSCULOSKELETAL
ogood health ashortness of breath ojoint pain, stiffness
oweight change owheezing omuscle weakness
odiabetes ocough partificial joint
othyroid disease GASTROINTESTINAL NEUROLOGICAL
EAR/NOSE/THROAT Onausea sheadaches
osinus disease oheartburn oparalysis
onose bleeds ohiatal hernia Oseizures
odeviated septum GENITOURINARY PSYCHIATRIC
grecent loss of hearing ofrequent urination Ddepression
odifficulty swallowing oblood in urine omemory loss
CARDIOVASCULAR SKIN BLOOD
ohigh blood pressure ocold sores obleeding or bruising
oartificial heart valve grecent changes in hair or nails Danemia
oheart disease oskin lesions oHIV (optional)
orheumatic fever oskin cancer

oMRSA
SOCIAL HISTORY
Smoking: oNo oYes packs per day

Alcohol: oNo oYes number of drinks per nday oweek omonth
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