‘ I T Y Vincent Lam, M.D.

1740 South St. Suite 400

OPHTHALMOLOGY Philadelphia, PA 19146
TEL:267.607.6888 Fax: 267.393.4310

Patient Name % A45) Date of Birth ¢4 H i)

Date of last eye exam (_EFEIRBH 4 W)
Are you currently in a good health (#H #i & &k 2 % R147)? Yes L1 No U
Are you currently taking any medications (BLBUZ & AT 254)? No L] Yes [J

Are you allergic to any medications (& & #5434 )? No L] Yes U
Have you had any serious illness, operation or been hospitalized before(5 7 ¥ 5 & A Iwk/F AR /AMER)?

Nk v =

Please indicate if you have had any of the following disease or problems: & 7 & £ siILAE A LU F i :

Yes No Yes

z
o

Ears, Nose, Throat H i [0 |Respiratory I

[ 0 O
Diabetes ## iz [0 [ |Gastrointestinal &% O O
Hypertension & ifi % 0 O |Kidney, Genital, Bladder &, # O O
Thyroid Problems H:{R fig i [0 [ |Muscles, Bones, Joints WLpy& 85 O O
Cardiovascular Disease ik il @ [1 [ |Skin Problems g O O
Hepatitis Jit % [0 O |Neurological #% #%: O O
Emphysema fiii* i [0 [ |Psychiatric ##iRkas O O
Astham 5 55 [0 [ |Blood Diseases i O O
Anemia #1fi 0 [ |Allergic/ Immunologic id# %% £ 4t O O

O O O O

Rheumatoid Arthritis RUE %35 % Cancer/Chemotherapy/Radiation Treat i

Other Disease (A it 5W]), Please State:

[ |Smoking s [ ]Alcohol mii [ ]lllicit Drugs 4524

Family Histroy G&/g#i):

[ ]Glaucoma #>:iE [ ]Cataract (ipyk [ ]Retinal Detachment ¥imEfi7% [ ]Blindness %

[ IMacular Degeneration #5i%4: [ |Diabetes ##/%5% [ [Hypertension miE [ ]Cancer j&iE

[ JArthritis 5¢45% [ ]Heart Disease i [ ]Other HAt:

Plese inform City Ophthalmology of any changes in your health and medication. i g i1 4 i Hes F 25 6 23) -

This form was completely by(z#iknamiias): [ |PatientsmA [ |Family zg [ [Technician &4 A5t
Signature of Technician(z4 A 5%4) Reviewed by:
Physician’s Signature(z %4 : Date:




