
Patient Name: Birthdate: Age: Sex:	 M / F

gainesville eye associates and gainesville eye center, llc

list any problems you are having with your eyes or your glasses:__________________________________________

______________________________________________________________________________________________________________

past eye surgeries:_ _________________________________________________________________________________________

______________________________________________________________________________________________________________

do you have a history of any of the following:

	p lease circle

1.	C ataracts or have had cataract surgery?	 yes  no	 _________________________

	 (If so, when, where, which eye and surgeon)		  _________________________

	 _________________________

2.	G laucoma	 yes  no	 _________________________

3.	T rauma/Injury (When and what type of injury?)	 yes  no	 _________________________

4.	O cular Herpes	 yes  no	 _________________________

5.	 Severe Dry Eyes	 yes  no	 _________________________

6.	R etinal Detachment (If yes, please explain)	 yes  no	 _________________________

7.	 Macular Degeneration	 yes  no	 _________________________

8.	 Abnormal vision during youth	 yes  no	 _________________________

9.	 Any family history of eye disease/blindness? (Please list)	 yes  no	 _________________________

	 (Cataracts, Macular Degeneration, Retinal Detachment, Glaucoma)		  _________________________

	 _________________________

	 _________________________

	 _________________________

10.	Are you interested in laser vision correction?	 yes  no	 _________________________

11.	Are you using any eye drops? (Please list)	 yes  no	 _________________________

	 _________________________

	 _________________________

	 _________________________

	 _________________________

	 _________________________

	 	 	
Patient’s Signature	D ate	D octor’s Signature	D ate



GAINESVILLE EYE associates and gainesville eye CENTER, LLC

SURGERIES (List all operations)_____________________________________________________________________________
_________________________________________________________________________________________________________

MEDICATIONS: USE ATTACHED FORM

HAVE YOU HAD:	 Please Circle	I f you answer yes, please explain
1.	H igh/Low Blood Pressure? (# of years)	 Yes	 No	 ___________________________________
2.	H eart Attack, Chest pain or Angina?	 Yes	 NO	 ___________________________________
3.	H eart Problems (Heart murmur, pacemaker, bypass 

surgery, heart failure, mitral valve prolapse?)	 Yes	 NO	 ___________________________________
4.	 Stomach or Intestinal problems, Acid Reflux, 

Hiatal Hernia, Ulcers?	 Yes	 NO	 ___________________________________
5.	L ung Problems, Asthma, Emphysema, Persistent 

Cough, Chronic Bronchitis?	 Yes	 NO	 ___________________________________
6.	 Sleep Apnea?  Do you use CPAP?	 Yes	 NO	 ___________________________________
7.	D iabetes (insulin or oral meds)? # of years	 Yes	 NO	 ___________________________________
8.	D o you have an infectious disease? 

(Hepatitis, HIV/AIDS, MRSA, TB?)	 Yes	 NO	 ___________________________________
9.	 Kidney Problems?	 Yes	 NO	 ___________________________________
10.	 Prostate Disease?	 Yes	 NO	 ___________________________________
11.	T hyroid Problems?	 Yes	 NO	 ___________________________________
12.	 Blood Clots, Clotting problems, Bleeding?	 Yes	 NO	 ___________________________________
13.	 Stroke, numbness or weakness?	 Yes	 NO	 ___________________________________
14.	E pilepsy or convulsive seizures?	 Yes	 NO	 ___________________________________
15.	H istory of Cancer?	 Yes	 NO	 ___________________________________
16.	H istory of Lupus? 	 Yes	 NO	 ___________________________________
17.	 Arthritis?	 Yes	 NO	 ___________________________________
18.	R heumatoid Arthritis?	 Yes	 NO	 ___________________________________
19.	L anguage Barrier?	 Yes	 NO	 ___________________________________
20.	 Psychological or emotional problems?	 Yes	 NO	 ___________________________________
21.	 Any problems with motion sickness?	 Yes	 NO	 ___________________________________
22.	H ave you or any blood relative ever had a problem 

with anesthesia?	 Yes	 NO	 ___________________________________
23.	 Any other medical history?	 Yes	 NO	 ___________________________________
24.	 Females Only: Do you still have cycles? 	 Yes	 NO	 ___________________________________

DO YOU:
25.	D o you wear dentures or partials/crowns?	 Yes	 NO
26.	D o you drink alcohol or use drugs? How much?	 Yes	 NO
27.	D o you Smoke? How much?	 Yes	 NO

_________________________________________________
Patient’s Signature	D ate

_________________________________________________
Doctor’s Signature	D ate

Patient Name: Birthdate: Age: Sex:    M / F Weight: Height:

Phone Number:	 Cell Number: Work #: May we call you?   Y or N Race:

Email Address:

office use only:
Date of surgery:
Procedure:
PT informed:  NPO, driver needed, pre-op
gtts as instructed per surgeon
arrival time:
Nurse:
anesthesia:

patient sticker



Patient Name: ________________________________________ Date of Birth: ____________________

Primary Care Physician: ___________________________    Phone #:  ___________________________ 

Allergies (list all allergies, including food, latex and medication - please include reactions to

items you list as allergies, i.e., rash, fever, nausea/vomiting, etc.) or No Allergies.

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

Please complete this form, list all medications you currently take, including vitamins, herbal

supplements, antacids or other OTC (over the counter) medicines or: See attached list.

gainesville eye associates and Gainesville Eye Center, LLC
Patient MEDICATION LIST

                                                                                                      PATIENT LABEL HERE

* This is an updated medication list.

DOSEdate FREQUENCY TAKEN
(Once/twice a day etc.)

NAME OF MEDICATION/VITAMINS/HERBAL
SUPPLEMENT/ETC

InHealth Record Systems A4909 3 Pg Med List (09.08.10)   To Reorder:  Call 800-809-5131  (In Atlanta) 770-396-0047 (By Email) sales@inhealth.us  (Online) www.inhealth.us

To be completed by Nurse/Technician

Date:_______________________________

Reviewed By:_________________________


