
The Hughes Eye Center Comprehensive History Form
Name:____________________________________ Date of Original Hx:______________ Age/Race/Gender_____________

MEDICAL HISTORY
____ Allergic/Immuno. (allergies, hayfever) ____Integument (shingles, skin cancer) ____Genitourinary (genital,urinary)
____ Constitutional (fever, weight loss etc) ____GI (stomach, ulcers, bowel) ____Psychiatric (schizo, bi-polar)
____ ENT (sinus, runny nose, cough) ____Musculoskeletal (arthritis) ____Neurologic (seizures, TIA)

Other / Details:______________________________________________________________________________________________
____________________________________________________________________________________________________
____ Hematologic (Blood, Liver, Cholesterol, Anemia)
____ Hypertension ____Treated with Medication
____ Endocrine (DM, kidney, thyroid) _____Dialysis: days per wk: M T W TH F

____ Diabetic ____Date of Dx: ___IDDM ___NIDDM ___ Diet
____Thyroid (Hypo / Hyper)

____ Cardio ____Date of Dx: __Angina (length:__ ) __Arrhyth. ___MVP___CHF___MI ___CVA ___TIA(mini)
____ Lungs ___SOB ___Asthma ___Emphysema ___ Inhaler ___02 at home ___Breathing Machine

Other / Details:______________________________________________________________________________________________
General Surgeries:____________________________________________________________________________________________

OCULAR HISTORY
____ Glasses ____ CL’s ____ Glaucoma ____ Blindness ____ Laser Eye Surgery ____ Trauma ____ Previous eye surgery 

Ocular Surgery /Other / Details:_________________________________________________________________________________

FAMILY HISTORY
____ Glaucoma ____Blindness ____Retinal Detachment ____Lazy Eye ____ Strab Sx Other:________________________
____ Diabetes ____ High Blood Pressure ____ Cancer

Other/Details:_______________________________________________________________________________________________

SOCIAL HISTORY
Residence:___________________ Residence location (city):____________________ Occupation/Hobbies:_____________________________

____Smoke ____Drink ____Previous severe illnesses ____ Previous blood transfusion ____ STD
Other / Details:______________________________________________________________________________________________

Medical Doctor/Pediatrician:_________________________________________ Location:____________________________
Cardiologist (If applicable) : _________________________________________ Location:_____________________________

Allergies to medication:________________________________________________________________________________________________

Pharmacy: Pharmacy Phone #:

Medication New Med D/C med Medication New Med D/C med

Changes to History since original/ other:______________________________________________________________________________________
_____________________________________________________________________________________________________________________

Date: Initials Date: Initials Date: Initials
______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______
______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______
______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______
______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______ ______ Hx reviewed/updated ______


