Has anyone in your FAMILY had: (If yes, explain)

Yes/No Glaucoma

Yes/No Cataracts

Yes/No Blindness

Yes/No Other Eye Diseases
Yes/No Diabetes

Yes/No Macular Degeneration
Yes/No Hypertension

Past Anesthetic Complications

Do You Use:

Yes/No
Yes/No

Yes/No

How Often?

Tobacco

Drugs

Alcohol

Have you ever had any Eye Surgery? Yes/No

Please List:

Have you ever had General Surgeries? Ycs/No

Plcase List:

Please List any medications you are currently taking or have taken over the past six months, including eye drops:
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