
Patient Information

1712 Liliha Street, Suite 400, Honolulu HI 96817   |   Phone: (808) 524-1010     Fax: (808) 531-1030 |

PATIENT NAME: __________________________________BIRTHDATE: ____/____/____ DATE: _____________ 

PLEASE COMPLETE THE FOLLOWING QUESTIONS REGARDING YOUR MEDICAL HEALTH HISTORY: 

Primary Care Physician: ______________________ Preferred Pharmacy: _______________________ 

Referring Physician: _________________________ Pharmacy Phone: __________________________ 

Optometrist: ______ ________________________ 

EYE HISTORY: Do you have a history of the following (Explain if necessary). 

Cataracts ☐No|☐ Yes
Glaucoma ☐No|☐ Yes
Retinal Detachment ☐No|☐ Yes
Macular Degeneration ☐No|☐ Yes
Diabetic Retinopathy ☐No|☐ Yes
Corneal Disease ☐No|☐ Yes
Dry Eyes ☐No|☐ Yes
Other Eye Problems ☐No|☐ Yes

PATIENT MEDICAL HISTORY: Please check all that apply to you. 

Cardiovascular: Genitourinary: Rheumatology: 
☐Heart Attack- Date: ☐Kidney Failure ☐History of Plaquenil Use
☐High Blood Pressure ☐Dialysis ☐Rheumatoid Arthritis
☐Heart Murmur ☐Urinary Infections ☐Lupus
☐Chest Pain ☐Kidney Stones ☐Sjogren’s Syndrome
☐Irregular Heartbeat Gastrointestinal: Musculoskeletal: 
☐Pacemaker ☐GERD ☐Osteoporosis
Respiratory: ☐IBS ☐Arthritis
☐Asthma Oncology: ☐Pain and Stiffness
☐Emphysema/COPD ☐Cancer-Type: HENT: 
☐Wheezing ☐Anemia ☐Hearing Loss
Endocrine: ☐Blood Clots ☐Sore Throat
☐Diabetes Type 1 Neurological: ☐Sinus Problems
☐Diabetes Type 2 ☐Stroke- Date: Psychiatric: 
Year Diagnosed w/ Diabetes: ☐Migraines ☐Depression
☐Thyroid Disease ☐Dementia ☐ADHD
☐High Cholesterol ☐Alzheimer’s Other: 

DIABETIC PATIENTS: Dialysis: ☐ No  ☐ Yes Last Blood Sugar Level: _______ Last HA1c_________ 
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PATIENT NAME: ______________________________________ 

SURGICAL HISTORY: List all your surgeries, treatments, and procedures. 

1. Year: 5. Year: 
2. Year: 6. Year: 
3. Year: 7. Year: 
4. Year: 8. Year: 

MEDICATIONS: List all your current medications/supplements you are taking (Including any eye drops). 

Allergies/Reaction: ___________________________________________     Latex Allergy ☐No|☐ Yes 

FAMILY HISTORY: Please list immediate family members (parents, siblings, etc.) with any of the following 
medical problems: 

SOCIAL HISTORY: 

Occupation: __________________________ 
Do you smoke? ☐No |☐ Yes. How much/often? ________________ 
Do you drink alcohol? ☐No|☐ Yes. How much/often? ____________ 

Is there anything else you would like to discuss with your doctor? 

_________________________________________________________________________________________ 

Your eyes may be dilated for your exam. Dilation will last for several hours and may cause light sensitivity, 
glare, and blurred vision. We recommend wearing sunglasses after your visit. If you do not have your own, 
please ask any of our staff.   

1.) 6.) 
2.) 7.) 
3.) 8.) 
4.) 9.) 
5.) 10.) 

1. Glaucoma: 6. Blindness:
2. Retinal Detachment: 7. Diabetes:
3. Macular Degeneration: 8. Heart Conditions:
4. Diabetic Retinopathy: 9. Stroke:
5. Corneal Disease: 10. Other:
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