SYMPTOMS CHECKLIST

Print Name

(Last) (First) Date
Check Eye Symptoms Check Any of the Following Symptoms
You Experience (V): That You are Having (V' ):

Left Right
REANESS .. ceeeeeeeeeeeeeeeee et eeveeesneens 0 0 S8 CONPETHION ..o v s 35550 5 5500505 s oess O
Dry Eye Feeling......ccccoeoeevenveninccnienenes m) a 0411 ) o T — a
Mucous DiScharge ..........cceeveerverieeeennenes m) a Post-Nasal Drip......ccccceceereevieninennicniriniiienieenns a
Sandy or Gritty Feeling .........ccccceeuenueenne. 3 ) Cough-ChronicC.......cceevveevenirierieneniienienieneeniens a
{75 P dJ m) BroiichitiS-Chiofib. ... .m0 s semsuns o mmmanavinas )
BUITNG .o O O Kllergy SYIBPIOME wmssoswmarsmamsmmmssmsessisasns d
Foreign Body Sensation...........c.ccecceveuenne. d ) Seasonal AlErgies.......cccevvereerveeneerciiiniiiniieiniiens a
Constant Tearing .......cccccceeeveerceeeneernneenn m 0 Hay Fever Symptoms ........c.ccecevviiiiiiinniiinnnnn. O
Occasional TEAING, .....ones cosness i isssass s sissnss a a
Watery EYES ...c.orveviecreiierreereinieseeeeeenes g 0O Cold SYMPLOMS..c..veeveerreeierieiiienieniieieiiesieeiieas a
Light Sensitivity.....cocecervreererereererereerennnns O O Middle Ear Congestion.........coceeevueevenerieniennnens a
Eye Pain or SOreness .........ccoevveveverenerenens O m) SNEEZING .....eiiiieiieeiieeeeeteeeee e a
Chronic Infection of Eye or Lids............. O o Dy Thioat, MOBth .. s s omson somvsmsscessinns a
Sties, Chalazion .......cceevevveeeeeeeeeeeeeeeneee. 0 ] HeadaChes oo d
Fluctuating Visual ACUity .........cccoevrunevee. O oJ Asthma Symptoms.........ccccceveviiiiiiniinininicnnne. a
“Tired” BYES...oovvvvveverereviresseriseeseeseneen, O Od ATERTIES coeeeeiceececeeeece e a
Contact Lens Discomfort......ccceeveveenne... m) m) 11511 f o TSRy S ey — d
Contact Lens Solution Sensitivity ........... o ad
Any Additional Comments:
Yes
Do you use lubricating eye drops? .......... O What brand?
Do you wear contact lenses? ................... O How long have you had them?
Are they gomioriable? oo O Have you tried contacts before and quit? O Yes O No
Do you wear glasses? .......cccccevevievveinnnn (3 How long have you had them?
Have you ever had an eye injury?........... a Describe:
Have you ever had eye surgery?.............. a Describe:
Are you allergic to anything? .................. O List:
Do you take any medications?................. O List:
Are your eyes sensitive to (circle):
heaters blowers air conditioning cigarette smoke smog dust pollen
airplane cabins computer screen sunshine wind contact lens wear

Have you ever had (circle):

glaucoma tuberculosis lupus gout cataracts arthritis diabetes rheumatoid

thyroid disorder heart disease high blood pressure Sjogren’s syndrome
Patient’s Signature Date Dr’s. Signature Date
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