LONG
BEACH

RETINA

Last name:

Referring Doctor:

First name:

Primary Care Provider:

Preferred name:

Primary Insurance:

Middle name: Suffix:

Address (Street):

Former last name:

Address (City, State, Zip):

Sex: D Male D Female

ID #:

DOB:

Group #:

Social Security #:

Subscriber Name:

Address:

Subscriber DOB:

Address (continued):

Subscriber SSN:

Zip Code: Secondary Insurance:
City: Address (Street):
State: Address (City, State, Zip):
Home phone: ( ) - Dlone ID #:

Mobile phone: ( ) - Done Group #:

Work phone: ( ) - Dlone Subscriber Name:
Email: Dlone Subscriber DOB:
Contact Preference: Dome DNork Dlobile l:l/lail Subscriber SSN:

Language: I:I)ecline

Emergency Contact:

Race: |:|>ecline

Relationship:

Ethnicity: Decline

Phone:




LONG
BEACH

RETINA

MEDICAL HISTORY
& REVIEW OF SYSTEMS

NAME:

DATE:

Please check all boxes that apply to you.
[INone

Endocrine Problems:
[ IDiabetes
DThyroid Disorder
[JOther
Cardiovascular Problems:

[High Blood Pressure

[ |Heart Attack or Chest Pain (Angina)
[JAbnormal Heart Beat

DHeart Failure

[JAngioplasty or Heart Surgery
[lother
Respiratory Problems:
[JShortness of Breath
[ICoughing
[]Asthma/Emphysema/Chronic Obst. Pulm. Dz.
[JOther

Head/Ear/Nose/Throat Problems: [INone
[ |Headaches/Tender Scalp/Jaw Pain/Stiff Neck
|:|Hearing Loss

[Jother

[INone

[INone

Digestive Problems: [ ]None
|:|Reﬂux
[ IConstipation/Diarrhea

[]Other

Genitourinary Problems: [INone
[IDialysis or Kidney Failure
[ISexually Transmitted Disease

[JOther

[INone

Musculoskeletal Problems:

[]Osteo Arthritis or Rheumatoid Arthritis
[IMigratory or Moving Joint Pains

[ JLower Back Pains

[ Jother

Neurologic/Psychiatric Problems: [INone
|:]Stroke or Transient Ischemic Attacks
[ IMood Disorder: Depression/Anxiety/etc.

Skin Problems:

[ JrRashes

[JSores in Mouth or Genitals
[lOther

[JOther
[INone

Cancer: [INone
[ITypes:
Blood/Immune Problems: []None

[[1Bleeding or Clotting Problems
[]Auto-immune Disease
[JAIDS/HIV
[]Anemia

[JOther

Constitutional Symptoms:
[ ]Fever

[ IFatigue

[ ]Unexpected Weight Loss or Gain
“Family” Eye History (Other than You): [ |None
[]Macular Degeneration

[ JRetinal Tears or Detachments

[]Glaucoma

[]Other
Social History:

[]Live Alone

[ ]Live with (relationship)
[ JRetired
[_]Occupation
Habits: [INone
Tobacco use
Alcohol use
[]Street Drug use
[ ]Herbal/Vitamin Supplements

[INone

[]None

Surgeries: []None

Please bring all of your medications,
supplements and eye drops or a complete
list of them with you to your appointment.

M.D.




LONG
BEACH

RETINA

MEDICATION & ALLERGY LIST

Patient Name: DOB:

Please list all Eye Drops you are taking:

Right / Left /

NS Both Eyes?

Frequency

Please list all Medicines, Insulin, Blood Thinners. Vitamins, & Supplements
you are taking:

Name Dose Frequency

PREFERRED PHARMACY:

ALLERGIES Name

Location

Phone




