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SURGICAL HISTORY [please list all prior procedures and, if possible, dates]:

Have you ever had any problems/complications related to anesthesia? []yes llno
lfyes, please explain, _
Is there any family history of problems related to anesthesia? []yes ono
lfyes, please explain, _

OCUlAR HISTORY [please list aU problems and/or surgeries]:

: I

fAMILY HISTORY [please check all thatapply]:
lldroopyeyelids [] heart disease
lldtebetes []kidney disease

IJcancer------[]other _

SOCIAl HISTORY:
Do you smoke tobacco? []yes Ilno Packs per day? How many years? _
Do you drink alcohoVbeer/Wine? []yes llno Ifyes, how mucMlow often? _

MEDICATIONS [please list the dosage and frequency]:

Do you take aspirin, aspirin containing or non-steroidal medications routinely (including Motrin,
Advil, Ibuprofen)? []yes llno If yes, which and how often7 _

AllERGIES TO MEDiCATIONS [please list medication and reaction]:

Are you allergic to 0 iodine or shellfish I]eggs [] other 1

1verify that the preceding information is correct to the best ofmy knowledge and that 1am not
withholding information. I understand that ifI do not provide all medical information to the doctor,
this may alter his ability to provide me with the best plan ofmedical care.

Signature---------------- Date-------
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