
Bergman Porretta Eye Center 
 
 
Name:________________________________________ ___Date of Birth:__________ 

    
List any medical problems that other doctors have diagnosed 
 

 

 

 

 

 
Eye Surgeries 
Reason Hospital 

  

  

  

  

  

  

  

List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers 
Name the Drug Strength Frequency Taken 
   
   
   
   
   
   
   
   
Allergies to medications 
Name the Drug Reaction You Had 
  
  
  

Do you live alone? Yes No 

Do you have frequent falls? Yes No Personal 
Safety Do you have vision or hearing loss? Yes No 

 
 
 
 



 
 
 
 
 
 

FAMILY HEALTH HISTORY (ie; High Blood Pressure, Diabetes, Glaucoma, Macular Degeneration) 

 
 AGE SIGNIFICANT HEALTH PROBLEMS  AGE SIGNIFICANT HEALTH PROBLEMS 

Father     M
  F   

Mother     M
  F   

  M 
  F     M

  F   

  M 
  F   

Children 

  M
  F   

  M 
  F   Grandmother

Maternal 
  

  M 
  F   Grandfather 

Maternal 
  

  M 
  F   Grandmother

Paternal 
  

Sibling 

  M 
  F   Grandfather 

Paternal 
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