
MEDICAL HISTORY 

Personal Information 

Name __________ Middle lnitial __ Last  Name __________ Date ______________ _ 
Sat.e/ z· -J 

Address------------------- City _________ Prov----- P.�. ---------

Cell Phone !;:mail 
------------------------------- -------------

S S #/SIN __________________ Birthday _______ Home Phone __________ _ 

Occupation Marital Status ___________ _

Guardian (If applicable) ______________ Gender ________ Last !;ye l;xam __________ _ 

Insurance Information 

Do you have vision insurance? □ No □ Yes 

If yes, insurance carrier ________________ Name of primary insured? ________________ _ 
Relation ________ Birthdate _________ Last 4 digits of SSN of guarantor _____________ _ 

Do you have medical health insurance? □ No □ Yes 

If yes, insurance carrier ________________ Name of primary insured? ________________ _ 
Relation ____________ Birthdate _______ Last 4 digits of SSN of guarant.or ___________ _ 

Medical l-listory 

Do you have• any allergies to medicat·on? □ No □ Yes If yes, explain ______________________ _ 

List med'cations you take (including asp'rin, over-the-counter medications, and home remedies) and reason: 

List all major injuries, surgeries, and/or hospitalization you have had: __________________________ _ 

List any of the following that you have had - crossed eyes, lazy eye, drooping eyelid, glaucoma, cataracts, retinal disease, eye infections, or eye 
• • 

1n-ury: ------------------------------------------------

Are you pregnant and/or nursing? □ No □ Yes

Do you wear glasses? If yes, how old is your pre,sent pair of lenses? _____________ _ □ No □ Yes

If yes, how old is your present pair of lenses? _____________ _ □ No □ YesDo you wear contact lenses? 

Type of contact lenses? Brand if known _______________________ _ □ No □ Yes

Ar,e you interested ·n RE;:i=RACTIV� SURG!;RV □ No □ Yes

Social l-lis 1lory This information is kept strictly confidential. however, you may discuss th's portion dire,ct.lywith the doct.or if you prefer� 

□ Yes, I prefer to discuss my social history information directly with the doctor.

Do you driive? □ No □ Yes If yes, do you have visual difficulty when driving? □ No □ Yes If yes, please describe 

Do you use• tobacco products? 

Do you drink alcohol? 

Do you use illegal drugs? 

□ No □ Yes

□ No □ Yes

□ No □ Yes

I-lave you ever been explosed to or infected w'th: 

-

1325 N. Main Street 
Wheaton•, IL 6Q 187 
Phone: 630.668 .. 4144 
Fax: 630.668.7559 

155 Park Ave. Suite B. 
Cary, IL 60013
Phone: 847.639.S.855 
Fax: 847,639.5854

If yes, type/ amount/ how long? 

If yes, type/ amount / how long? 

If yes, type/ amount/ how long? 

D Gonorrhea D Hepatities □ HIV

2720 169th Street 
Hammon•d, IN 46323 
Phone: 219.845.2020 
Fax. 219.845.2012 

835 E. 1 62th Street 
South Holland, IL 60473 
Phone: 708.333.4144 
Fax: 708.333.4454 

www.aecillinois.com II iinfo@aecjlllinois.•com

0 Syphilis 

833 N. R·oselle IRd.
Roselle, IL 60172 
Phone: 63,0.3s·1.0085 
F,ax: 630.351.1530 



MEDICAL HISTORY (Con!t.) 
F'amily l-listory 
Please note an1y family history (par,ents, grandparents, siblings, children; living or de,ceased) for the following conditions: 

Disease/Condition No Yes ? Relationsihp 

D D D Blindness 
Cataracts 

Crossed Eyes 
Glau•coma 

Macular Degeneration 
R,etinal !Detachment/Disease

Arthritis 
Cancer 
Di.abet es 

Heart Disease 
�Hgh Blood Pressure 
Kidn1ey Disease 

Lup•us 

Thyroid !Disease
0th.er 

Review of Systems 

□ □ □ 

□ □ □ 

□ □ □ 

□ □ □ 
□ □ □ 
□ □ □ 
□ □ □ 

□ □ □ 
□ □ □ 

□ □ □ 

□ □ □ 
□ □ □ 
□ □ □ 
□ □ □ 

Do you currently, or have you ever h.ad, any problems in the foUowing areas: 
No Yes ? Nlo Yes ?

Constitutional 
l=ever, Weight Loss/Gain 

ln;tegumenlary 
Skin 

Neurologic.al 
Headaches 
Migraines 
Seizures 

□ □ □

□ □ □ 

□ □ □
□ □ □ 
□ □ □

l;ar, Nose, Mouth, Throat 
AUergies/�ay !=ever □ □ □
Sinus Congestion □ □ □
Runny Nose □ □ □
Post-Nasal Drip □ □ □
Chronic Cou,gh □ □ □
Dry Throat/Mouth □ □ □

Respiratory 

Lympha:tic/l-leatologic 
Anemia 

No Yes ? 

□ □ □

□ □ □ 
□ □ □

□ □ □ 

□ □ □

Eyes Asthma □ □ □ D D D 
Loss of Vision 
Blurred Vision 
Distored vision/�alos 
Loss. of Side Vision 
Double Visi,on 
Dryness 

□ □ □
□ □ □ 

Chronic Bronchitis 

�mphysema □ □ □

Blee,di ng Pro bl e-ms 
Allergic/Immunologic 
Psychiatric 

Endocrine 
Thyroid/Other G Ian ds

Gaststro Intestinal 
Chronic Diarrhea 

Genitourin,ary 

Genitals/Kidney/Bladder D D D 

Mu:cous Discharge 
Redness, 
Sa:ndy or Gritty l=eeling 
Itching 
Burning 

Foreign Body Sensation 
Excess tearing/Watering 
Glare/Light Sensitivity 

□ □ □

□ □ □ 
□ □ □
□ □ □ 
□ □ □

□ □ □ 

□ □ □

□ □ □ 
□ □ □

□ □ □ 
□ □ □
□ □ □ 

Vascular/Cardiovascular 

Diab,etes □ □ □
l-leart Pain □ □ □
1-ligh Blood Pressure □ □ □
Vascular Disease □ □ □

Bone.sf Joints/Muscles 

Rheumatoid Arthritis □ □ □
Miuscle, Pain □ □ □

Joint Pain □ □ □

If you answ,ered yes to any of the above, or have a condition not listedl, please explain and Hst me,dications.

Doctor's Signature: Dat.e -------------------- --------------

www.aecillinois.·co-m II in fo@.aecillinois.com 

-

1325 N. Main Street 
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Fax: 847,639.5854
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Phone: 219.845.2020 
Fax. 219.845.2012 

835 E. 1 62th Street 
South Holland, IL 60473 
Phone: 708.333.4144 
Fax: 708.333.4454 

833 N. R·oselle IRd.
Roselle, IL 60172 
Phone: 63,0.3s·1.0085 
F,ax: 630.351.1530 


	Name: 
	Middle lnitial: 
	Last Name: 
	Date: 
	Address: 
	Sate: 
	City: 
	Birthday: 
	Home Phone: 
	Marital Status: 
	Guardian If applicable: 
	Gender: 
	If yes insurance carrier: 
	Name of Primary insured: 
	Last 4 digits of SSN of guarantor: 
	If yes insurance carrier_2: 
	Name of primary insured: 
	Relation_2: 
	Birthdate: 
	sent pair of lenses: 
	If yes how old is your present pair of lenses: 
	If you answered yes to an1y of the above or have a condition not listedl please explain and list medications 1: 
	If you answered yes to an1y of the above or have a condition not listedl please explain and list medications 2: 
	Yes: Off
	No: Off
	Are you pregnante? (No): Off
	Are You Pregnaant (YES): Off
	Do You Wear Glasses (NO): Off
	Do You Wear Glasses (Yes): Off
	Do YOu Wear Contact Lenses? (NO): Off
	Do You Wear Contact Lenses? (YES): Off
	Type of content Lenses: Off
	Type of Contact Lenses? (yes): Off
	Are You Interested In Refractive Surgery? (NO): Off
	Are You Interested In Refractive Surgery? (YES): Off
	List Your Eye Conditions?: 
	List Medicines You Take?: 
	List Medicines You Take? (CONTINUED): 
	List all major injuries surgeries andor hospitalization you have had: 
	List all major injuries surgeries andor hospitalization you have had (continued): 
	Prefer to discuss social history with my doctor?: Off
	Do You Have Difficulty Driving? (NO): Off
	Do You Have Difficulty Driving? (YES): Off
	Brand if known: 
	If you have difficulty driving, please describe?: 
	Do You Drive? (NO): Off
	Do You Drive? (YES): Off
	Do you use tobacoo products? (NO): Off
	Do you use tobacoo products? (YES): Off
	Do you drink Alcohal (NO): Off
	Do you drink Alcohal? (YES): Off
	Do You Use Illegal Drugs? (NO): Off
	Do You Use Illegal Drugs?(YES): Off
	If yes, type / amount / how long?: 
	HIV: Off
	Syphilis: Off
	Hepatities: Off
	Gonorrhea: Off
	Email Address: 
	S S SIN: 
	Occupation: 
	Relation: 
	Birthday 1: 
	Last 4 of SS: 
	If yes explain: 
	Relationships (Blindness): 
	Blindness (YES): Off
	Blindness (NO): Off
	Cataracts (YES): Off
	Relation (Cataracts): 
	Cataracts (NO): Off
	Crossed Eyes (YES): Off
	Relationship (Crossed Eyes): 
	Crossed Eyes (NO): Off
	Glaucoma (YES): Off
	Relationship (Glaucoma): 
	Glaucoma (NO): Off
	Relationship (Macular Degeneration): 
	Retinal Detachment/Disease: 
	Glaucoma (Maybe): Off
	Crossed Eyes (Maybe): Off
	Cataracts (Maybe): Off
	Blindness (Maybe): Off
	Retinal Detachment/Disease(NO): Off
	Retinal Detachment/Disease (YES): Off
	Retinal Detachment/Disease (Maybe): Off
	Macular Degeneration (NO): Off
	Macular Degeneration (YES): Off
	Macular Degeneration (Maybe): Off
	Arthritis (NO): Off
	Arthritis (YES): Off
	Arthritis (Maybe): Off
	Arthritis: 
	Cancer: 
	Cancer (NO): Off
	Cancer (YES): Off
	Cancer (Maybe): Off
	Diabetes: 
	Diabetes (NO): Off
	Heart Disease (NO): Off
	Heart Disease  (YES): Off
	Heart Disease  (Maybe): Off
	Heart Disease: 
	Kidney Disease: 
	High Blood Pressure: 
	High Blood Pressure  (NO): Off
	Kidney Disease (NO): Off
	Kidney Disease (YES): Off
	Kidney Disease (Maybe): Off
	Lupus: 
	Zipcode: 
	Cell Phone: 
	Last Eye Exm: 
	Lupus (NO): Off
	Lupus (YES): Off
	Lupus (Maybe): Off
	Thyroid Disease: 
	Thyroid Disease (No): Off
	Thyroid Disease (YES): Off
	Thyroid Disease (Maybe): Off
	Other: 
	Other (No): Off
	Other (YES): Off
	Other (Maybe): Off
	Fever, Weight Loss/Gain (No): Off
	Fever, Weight Loss/Gain  (YES): Off
	Fever, Weight Loss/Gain  (Maybe): Off
	Skin (Maybe): Off
	Skin (YES): Off
	Skin (No): Off
	Headaches (No): Off
	Headaches (YES): Off
	Headaches (Maybe): Off
	Migraines (Maybe): Off
	Migraines (YES): Off
	Migraines (No): Off
	Seizures (No): Off
	Seizures (Maybe): Off
	Seizures (YES): Off
	Dryness (No): Off
	Dryness  (YES): Off
	Dryness (Maybe): Off
	Mucous Discharge (Maybe): Off
	Mucous Discharge(YES): Off
	Mucous Discharge (No): Off
	Redness  (No): Off
	Redness (YES): Off
	Redness (Maybe): Off
	Itching (No): Off
	Itching (YES): Off
	Itching (Maybe): Off
	Sandy or Gritty Feeling (Maybe): Off
	Sandy or Gritty Feeling (YES): Off
	Sandy or Gritty Feeling (No): Off
	Burning (Maybe): Off
	Burning (YES): Off
	Burning (No): Off
	Foreign Body Sensation (Maybe): Off
	Foreign Body Sensation (YES): Off
	Foreign Body Sensation (No): Off
	Excess Tearing/Watering (Maybe): Off
	Excess Tearing/Watering (YES): Off
	Excess Tearing/Watering (No): Off
	Glare/Light Sensitivity (No): Off
	Glare/Light Sensitivity (YES): Off
	Glare/Light Sensitivity (Maybe): Off
	Loss of Vision (No): Off
	Loss of Vision (YES): Off
	Loss of Vision (Maybe): Off
	Blurred Vision (Maybe): Off
	Blurred Vision  (YES): Off
	Blurred Vision (No): Off
	Distored Vision/Halos (No): Off
	Distored Vision/Halos (Maybe): Off
	Distored Vision/Halos (YES): Off
	Loss of Side Vision(Maybe): Off
	Loss of Side Vision (No): Off
	Loss of Side Vision (YES): Off
	Double Vision (No): Off
	Double Vision (Maybe): Off
	Double Vision(YES): Off
	Sinus Congestion(No): Off
	Sinus Congestion (YES): Off
	Sinus Congestion (Maybe): Off
	Runny Nose (No): Off
	Runny Nose (YES): Off
	Runny Nose (Maybe): Off
	Post-Nasal Drip (No): Off
	Post-Nasal Drip (YES): Off
	Post-Nasal Drip (Maybe): Off
	Chronic Cough (No): Off
	Chronic Cough(YES): Off
	Chronic Cough (Maybe): Off
	Dry Throat/Mouth (Maybe): Off
	Dry Throat/Mouth (YES): Off
	Dry Throat/Mouth (No): Off
	Asthma (Maybe): Off
	Asthma (YES): Off
	Asthma (No): Off
	Emphysema (Maybe): Off
	Emphysema (YES): Off
	Emphysema (No): Off
	Diabetes (YES): Off
	Diabetes (Maybe): Off
	Diabetes (No): Off
	High Blood Pressure (YES): Off
	High Blood Pressure (Maybe): Off
	Vascular Diease (Maybe): Off
	Vascular Diease (YES): Off
	Vascular Diease (No): Off
	High Blood Pressure (No): Off
	Heart Pain (Maybe): Off
	Heart Pain (YES): Off
	Heart Pain (No): Off
	Rheumatoid Arthritis (YES): Off
	Rheumatoid Arthritis (Maybe): Off
	Rheumatoid Arthritis (No): Off
	Muscle Pain (No): Off
	Muscle Pain (YES): Off
	Muscle Pain (Maybe): Off
	Joint Pain (No): Off
	Joint Pain (YES): Off
	Joint Pain (Maybe): Off
	Allergies/Hay Fever (No): Off
	Allergies/Hay Fever(YES): Off
	Allergies/Hay Fever (Maybe): Off
	Anemia (Maybe): Off
	Anemia(YES): Off
	Anemia (No): Off
	Bleeding Problems (Maybe): Off
	Bleeding Problems (YES): Off
	Bleeding Problems (No): Off
	Allergic/Immunologic (Maybe): Off
	Allergic/Immunologic (YES): Off
	Allergic/Immunologic (No): Off
	Psychiatric (Maybe): Off
	Psychiatric (YES): Off
	Psychiatric (No): Off
	Thyroid/Other Glands (Maybe): Off
	Thyroid/Other Glands (YES): Off
	Thyroid/Other Glands (No): Off
	Chronic Diarrhea (Maybe): Off
	Chronic Diarrhea (YES): Off
	Chronic Diarrhea (No): Off
	Genitals/Kidney/Bladder (No): Off
	Genitals/Kidney/Bladder (YES): Off
	Genitals/Kidney/Bladder (Maybe): Off
	Do You Have Visiion Insurance (NO): Yes
	Do You Have Visiion Insurance (YES): Off
	Do You Have Vision Insurance (YES): Off


