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ANY PROBLEM WITH AN ANESTHETIC?    Self:    Yes    No    (circle one)    Family:    Yes    No    (circle one)    
If yes, please explain: 
 
 
 

SOCIAL HISTORY:  
Do you smoke?   Yes    No How many packs per day?  _________ For how many years?  _____
Alcoholic beverage use?  Yes    No How much?  _________ How often?  _________ For how many years?  _____
Recreational drug use?  Yes    No Name of drug(s) 
Do you drive?                       Yes    No 
 

MEDICATION  HISTORY  
Have you ever taken any alpha-blocker medications such as: Flomax (tamsulosin), Hytrin 
(terazosin), Cardura (doxazosin), Uroxatral (alfuzosin), Minipress (prazosin), Dibnzyline 
(phenoxybenzamine) or saw palmetto? 

 Yes       No 

Have you had problems with tranquilizers or narcotic medications?  Yes       No 
If yes, what was the problem?  
 
Has anyone in your family ever had a problem with tranquilizers or narcotics?  Yes       No 
Have you recently taken Acutane, Cordarone or migraine medication?  Yes       No 
 

MEDICATIONS & EYE DROPS List all medications or eye drops that you are currently taking, including over-the-
counter medicines or remedies 

Drug Name Strength How often used Drug Name Strength How often used 

      

      

      

      
 

ALLERGIES List all medication, food and other items that you are allergic to.   
If you have no allergies, write “NONE”. 

  
  
  
  
Are you sensitive to iodine / tape / latex?   Yes       No 
If you had an allergic reaction, did you have: 
    A skin rash or hives?  Yes       No        
    Wheezing or trouble breathing?    Yes       No        
    Hay fever or runny nose?  Yes       No        
 

Are you interested in learning more about Laser Vision Correction?                      Yes       No        
 

 

PATIENT PRINTED NAME 

STAFF SIGNATURE DATE / TIME PATIENT SIGNATURE DATE / TIME
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