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        Patient Name: ___________________________

Ophthalmology ּ Optometry ּ Optical

Date: _____________________

MEDICATION LIST
Please list all current prescription and over-the-counter medications including aspirin, vitamins, herbal supplements, and inhalers
    Medication

            
Dosage/Times Daily 
                            Reason__
1. ___________________________________________________________________________________

2. ___________________________________________________________________________________

3. ___________________________________________________________________________________

4. ___________________________________________________________________________________

5. ___________________________________________________________________________________

6. ___________________________________________________________________________________

7. ___________________________________________________________________________________

8. ___________________________________________________________________________________

9. ___________________________________________________________________________________

10. ___________________________________________________________________________________

11. ___________________________________________________________________________________

12. ___________________________________________________________________________________

13. ___________________________________________________________________________________

14. ___________________________________________________________________________________

Medical Allergies: _____________________________________________________________________________

(i.e. Medications, latex, iodine, adhesive tapes, etc.)

_____________________________________________________________________________

Primary Care Doctor:______________________________   Phone #____________________ Date of Last Visit: ____________________    Preferred Pharmacy: _____________________
Other Doctor(s):_______________________________________________________________

 (i.e. cardiologist, endocrinologist, neurologist, etc.)
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Patient Name: _________________________

Ophthalmology ּ Optometry ּ Optical

Date: _____________________

SURGICAL PROCEDURE LIST

Please list all surgeries and hospitalizations
  Surgery



                    Reason 
                       

 Date__
1. ____________________________________________________________________________________

2. ____________________________________________________________________________________

3. ____________________________________________________________________________________

4. ____________________________________________________________________________________

5. ____________________________________________________________________________________

6. ____________________________________________________________________________________

7. ____________________________________________________________________________________

8. ____________________________________________________________________________________

9. ____________________________________________________________________________________

10. ___________________________________________________________________________________

11. ___________________________________________________________________________________

12. ___________________________________________________________________________________
Surgical Complications: ______________________________________________________

_____________________________________________________________________________
*Contact Lens Wearers: You must remove soft contact lenses at least 3 full days prior to your pre-op visit. Gas permeable or hard contact lenses need to be removed at least 3 weeks prior to your pre-op visit. You will be able to put them back in once lens measurements have been obtained at your pre-op appointment. 


** If you have had a stroke, heart attack, cardiac stent placement, or other cardiac 
surgery in the last 6 months, please inform your pre-op nurse. A medical clearance 
may be required to proceed with your eye surgery.


