
Dr. Son Nguyen, OD.
16985 Monterey Rd, Ste 318

(408) 612-4462  | morganhilleyecare.com

PAT I E N T M E DIC A L I N F OR M AT ION
Name:   Age:      Date of Birth:             /            /        
Date of Last Physical:            /            /          Primary Physician’s Name:

PA S T/ PR E SE N T M E DIC A L H IS T ORY
Have you been diagnosed with or have had any of the following? Please check all that apply to you.

Current Medications (including non-prescription drugs):
List any allergies to medications:
Do you smoke cigarettes? o Yes     o No Do you drink alcohol?   o Yes     o No
Surgical History (please list any surgical procedure you have had in the past):

PA S T/ PR E SE N T E Y E H IS TORY
Date of Last Eye Exam:            /            /          Name of Previous Eye Doctor:

Have you been diagnosed with or have had any of the following? Please check all that apply to you.

Current Eye Medications (including over-the-counter eye drops):

FA M I LY H IS T ORY
Please check all that apply to anyone in your immediate family.

o Please check this box if there have been no changes to your medical and eye history since your last visit.

Patient’s Signature (Guardian’s Signature if under 18)  Date
/        /

oHigh Blood Pressure
oHigh Cholesterol
oHeart Condition
o Aneurysms
o Diabetes
o Thyroid Condition
o Sleep Apnea

o Seizures
oHeadaches / Migraines
o Alzheimer’s Disease
o Seasonal Allergies
o Other

o Asthma
o Pneumonia
oMultiple Sclerosis
o Amenia
o Leukemia
o Cancer
o Stroke

o Glaucoma
o Retinal Disease
oHemorrhages
oMacular Degeneration
o Cataracts

oHypertension
o Other

o Diabetic Retinopathy
o Amblyopia
o Cancer
oHigh Cholesterol
o Stroke

o Glaucoma
o Retinal Disease
oHemorrhages
o Cataracts

o Eye Injury
o Other

o Diabetic Retinopathy
o Amblyopia
oMacular Degeneration
o Dry Eye
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