
Disease / Condition No Yes Unknown Relationship to you

Blindness

Cataracts

Crossed Eyes

Glaucoma

Macular Degeneration

Retinal Detachment/Disease

Arthritis

Cancer

Diabetes

Heart Disease

High Blood Pressure

Kidney Disease

Lupus

Thyroid Disease

Other __________________

(Continued on back)

Please list conditions that run in your family: (Change to Yes, if applicable)

Kavanaugh Eye Care
Dr. Brian Guice, OD

5600 Kavanaugh Blvd
Suite 8
Little Rock, AR 72207

Tele 501.614.9900
KEC@KavanaughEye.com

Patient Information  Name ______________________________________________        Date _____________________

Address _________________________________City________________________State__________Zip______________

Date of Birth ________________________   Age __________________   Social Security # _________________________

Guardian (If applicable) ______________________________________    Date of Birth ____________________________ 

Address (if different than patient) _______________________________________________________________________

Employer ________________________________  Email _____________________________________________________

Best Contact Phone _____________________________  Emergency Contact Phone _____________________________

Name of Medical Doctor __________________________________________    Last Medical Exam _________________

Do you have allergies to any medications?  o No   o Yes     If yes, list meds _____________________________________

__________________________________________________________________________________________________

List any medications you take (including oral contraceptives, aspirin, over the counter remedies and home remedies)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

List all major injuries, surgeries and/or hospitalizations you have had _________________________________________

__________________________________________________________________________________________________

Have you had any of the following: crossed eyes, lazy eyes, dropping eyelid, prominent eyes, glaucoma, retinal disease,

cataracts, eye infections or eye injuries __________________________________________________________________

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

How did you hear about Kavanaugh Eye Care? ____________________________________________________________
_________________________________________________________________________________________

Family History



Eyes Yes No Gastro intest ina l (Stomach) Yes No
Blurred Vision Constipation
Burning Diarrhea
Cataracts Ulcers
Crossed Eyes Genit ourinary

Chlamydia
Gonorrhea

Dryness Kidney Disease
Excess Tearing / Watering Syphilis
Eye Pain or Soreness
Flashes / Floaters in Vision Eczema
Foreign Body Sensation Psoriasis
Glare / Light Sensitivity Lymphat ic / Hemato log ic
Glaucoma AIDS
Infection of Eye or Lid Anemia
Itching Bleeding Disorders
Lazy Eye Hepatitis
Loss of Vision Herpes
Mucous Discharge HIV Positive
Redness Liver Disease
Retinal Disease
Sandy or Gritty Feeling Epilepsy

Headaches
Bone  / Jo int  / Muscle Migraines

Arthritis Multiple Sclerosis
Joint / Muscle Pain Seizures
Polio Psych iat ric

Cancer Depression
Breast High Anxiety
Lung Reproduct ive
Prostate Nursing Mother
Skin Pregnant

Const itut iona l Resp iratory
Fever Asthma
Weight Gain or Loss (Sudden) Chronic Bronchitis

Endocrine Emphysema
Thyroid Abnormalities Pneumonia

Ear, Nose , and Throat Tuberculosis
Allergies Vascu lar
Chronic Cough Diabetes
Dry Mouth / Throat Heart Disease
Hay Fever Blood Pressure
Runny Nose Cholesterol
Sinus Congestion Stroke

Distorted Vison (Halos)
Double Vison

Integumentary (Sk in)

Neuro log ic

Styes or Chalzion

Patient Signature: ______________________________________        Date: ________________________
(Please sign in red or blue pen)

Please check current and chronic symptoms and conditions: (Change to Yes, if applicable)

Social History
Do you drive?   No  Yes   If yes, do you have visual difficulty when driving?    No  Yes         If yes, please□ □ □ □

describe: _____________________________________________________________________________________

Special hobbies or visual needs? __________________________________________________________________

Do you use tobacco products?   No  Yes    If yes, type / amount / how long? ___________________________□ □

Do you drink alcohol?   No  Yes  If yes, type / amount / how long? ____________________________________□ □

Do you use illegal drugs?   No  Yes  If yes, type / amount / how long? _________________________________□ □

Have you ever been exposed to or infected with:   Gonorrhea    Hepatitis   HIV    Syphilis    Tuberculosis□ □ □ □ □

Dilation of your eyes is recommended by the American Optometric Association every two years for adults without

ocular health issues or more often if indicated.  We prefer to dilate all new patients if possible.

Is today a good day for routine dilation of your eyes? ________________________________________________________________________________________________________
Review of Systems
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