@ BOLING VISION CENTER

Home Ph. Cell Ph. Work Ph.

Email Address
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AIdS g g ]Diabetes ..o d 9[_____ ] Kidney Disease ..............
Arthritis ......cooeeveeeeen. d 9 Epilepsy .ivieiiienns g gl ] Leukemia ......coeeennnnne.
Asthma .....cccccovieeeenn A gl ]Thyroid ......ccccoverinnennn q a1 Migraine .....ccccceeveeennnnn
Bladder Infection ............ a g JHayFever.......ccee. q g ] Parkinson’s .......cc....c......
Bleeding Heart Attack ................... g q9q[_____ ] Pneumonia .........cce......
Tendency ........ccceceeeeeneen. d gl JHepatitis ........ccoeeeeennnnne. d d[____ 1 Rheumatic Heart ............
Bronchitis ..........ccccuveee.. d q9q[____ ]HighBlood Pressure ...... d 9[____] Stomach Ulcers .............
Cancer .....cccooecieveeiinnn, d 9 [_____ ]High Cholesterol ............ g g ] Stroke .....cccceciiiiiinene
COlitiS e, d q[___ JHighFeveraftersurgery  q[_____ ] Tonsilitis ....ccccooeverinnnnee
Congestive Heart Failure g [___|HIV Positive ................... g gl 1 Tuberculosis ..................
Age Related Macular Hfaart Attack ... q ql
Degeneration ................ aql || | High Blood Pressure......... aaql

ARRFtiS oo qal | | High Fever after surgery..q q|

ASthMA oo, qql 1 | Kidney Disease ............... aqj

Bleeding Tendency ...... aql 1] | Lgukgm|a ........................ qq]

CaNCET .o, aql 1] | MIgraine .........oocoocoveee aql
COlitiS..eeveerieeie e, aqq] I | Rheumatic Heart ............. adql

Congestive Heart Failure g | I | Stomach Ulcers .............. qq|

Diabetes ......o.ovvveveereennn. adql 1] | SHOKE adal

EPIIEPSY ..vvvvveeereeerereine. qq] 1 | Thyroid Disease .............. aql

GlaUCOMA. oo aq 1] | Tuberculosis ........ccccouee. qq|

Hay Fever .....ccccccvvvvvnnnn. qql [ ] |




Write in the names and years of any operations which you have had:

Name any drugs to which you are allergic:

Serious illnesses which you have had and year of occurrence:

Serious injuries or accidents and year of occurrence:

We are asking the following questions because hormonal changes can affect your vision.
WOMEN ONLY

No Yes Are you pregnant?
No Yes Are you now on or have ever taken the birth control pill? When?

No Yes Are you taking hormone supplements?
Please notify receptionist of any insurance changes.

This Medical history has been reviewed

Signature On File

Date Patients Doctors
Initials Initials

| request that payment of authorized insurance benefits be
_— _ — made to me or on my behalf to Dr. Boling for any service

furnished me by Dr. Boling or his employees. | authorize

any holder of medical information about me to release to
—_— —_— —_— the insurance company or its agents, any information needed

to determine benefits.

Date Signature




