
NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 
 

 

 

 

 

 
AUTHORIZATION TO OBTAIN INFORMATION 

RELEASE OF RECORDS 
- PLEASE PRINT CLEARLY - 

 
 

Patient Name:  ________________________ ____________________ ________ 
LAST     FIRST     INITIAL 

 
Address: ________________________ ____________________ 

STREET     CITY  

 

________________________ ____________________ 
STATE     ZIP 

 

Phone:  ( ______ ) ______ - __________ 
 

Date of Birth: ______ /______ /__________  Medical Record#: ____________________ 
 

I authorize ______________________ to release medical information from my medical record to: 
 

DR. ROSA A. TANG, M.D., M.P.H.  MAILING ADDRESS: 

2617 C WEST HOLCOMBE BLVD #575 
HOUSTON, TEXAS 77025 

TELEPHONE: 713 942-2187 OR 409-740-3836 
FAX: 713 942-0265 OR 409-741-2850 

 

FOR THE PURPOSES OF REVIEW/EXAMINATION AND FURTHER AUTHORIZE YOU TO PROVIDE SUCH COPIES THEREOF 
AS MANY BE REQUESTED. THE FOREGOING IS SUBJECT TO SUCH LIMITATION AS INDICATED BELOW: 

 
[     ] ENTIRE RECORD 

[     ] SPECIFIC INFORMATION: _______________________________________ 
[     ] OLD RECORDS FROM PREVIOUS PHYSICIANS 

 
I GIVE SPECIAL PERMISSION TO RELEASE ANY INFORMATION REGARDING: 

[INITIAL ON LINE(S) BELOW THAT YOU GRANT US PERMISSION TO RELEASE THE INFORMATION TO THE ABOVE] 
 

_____ SUBSTANCE ABUSE 
_____ PSYCHIATRIC/MENTAL HEALTH INFORMATION 
_____ HIV INFORMATION 
 

THIS AUTHORIZATION WILL AUTOMATICALLY EXPIRE ONE YEAR FROM THE DATE SIGNED. I UNDERSTAND THAT I 
MAY REVOKE THIS CONSENT AT ANY TIMED EXCEPT TO THE EXTENT THAT ACTION HAS BEEN TAKEN TO RELIANCE 

THEREON. 
 
REASON FOR REQUEST: ______________________________________________________________________________ 

 
 

__________________________________________________________________________________________________  
SIGNATURE (IF NOT PATIENT STATE RELATIONSHIP) 

 
 

__________________________________________________________________________________________________  
WITNESS 

 
 



NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 

 

 

OSURE OF 
          

 

PERMISSION TO LEAVE A MESSAGE 

 

I give my permission for the staff of Neuro-Ophthalmology of Texas to leave 

messages concerning lab work, biopsy results, medications, or any other medical 

information related to my condition with the following: 

 

�  CHECK ALL THAT APPLY 

 
__________ Home Answering Machine 
      Telephone #: ________________________ 
 

__________ Work Voice Mail or Answering Machine 

 

      Telephone #: ________________________ 

 

__________ Family member (please circle): 

spouse  children parents brother sister 

            

Name: _____________________________ Telephone #: ________________________ 

 

__________ Housekeeper or Nanny  

      Telephone #: ________________________ 

 

__________ Secretary 

      Telephone #: ________________________ 

 

       

 

 

PATIENT’S NAME: _____________________________________________________ 

 

DATE OF BIRTH: _________________________________ 

 

PATIENT OR GUARDIAN SIGNATURE: __________________________________ 

 

DATE: ______________________________ 

 



NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 
 

 

 

 

 

 

 

 

 

IMPORTANT 

NOTICE TO THE PATIENT 

 
 

 

PAYMENT FOR ALL MEDICAL SERVICES RENDERED IS THE 

RESPONSIBILITY OF THE PATIENT. 

 

NEURO-OPHTHALMOLOGY OF TEXAS, PLLC WILL SUBMIT CLAIMS 
TO THE PATIENT’S INSURANCE AS A COURTESY. 

 

IF NOT PROMPTLY PAID BY THE INSURER, PAYMENT WILL BE 

SOUGHT DIRECTLY FROM THE PATIENT. 

 

ANY AMOUNT NOT PAID BY THE PATIENT’S INSURANCE IS STILL THE 

RESONSIBILITY OF THE PATIENT TO PAY. 

 

 

 

 

 

__________________________________________  ________________ 
SIGNATURE        DATE 

 

 

 

 

 

 

 

 

 



NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 

 

 

OSURE OF 
 

 

FAX PRIVACY WAIVER 
 

 

I understand that my medical records may be transmitted electronically by fax and 

may be received in error by a third party.  In the event that this should occur I 

absolve Neuro-Ophthalmology of Texas, PLLC of all liability.  I give my consent 

to fax my records for the purpose of treatment, payment of healthcare operations 

and understand that I may withdraw this consent at any time in writing. 
 

 

 

__________________________________________ ________________ 
SIGNATURE OF PATIENT OR REPRESENTATIVE  DATE 

 

 

 

 

 

______________________________________ 
PRINTED NAME OF PATIENT OR REPRESENTATIVE 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 

 

 

 

 

 
IMAGING CONSENT FORM 

 
I, [PRINT]       , do hereby consent to photographic, videographic 

or any other form of imaging to document any ocular or neuro-ocular condition.  I understand that 

these images may be used to document my status for clinical and treatment purposes as well as for 

future use in scholarly publication, educational material or any other operation of Neuro-

Ophthalmology of Texas, PLLC.  I also understand that any clinical data from my medical record 

may be used with these images and that all information used for publication, educational material or 

any other operation will be de-identified of protected health information as required by privacy 

regulations contained within the Health Information Portability and Accountability Act of 1997.  If a 

‘full face’ is required to demonstrate the condition, then that may be included for purposes of 

publication, educational material or any other operation. 

 

I waive all rights that I may have to claims for payments of royalties or other compensation in 

connection with the publication of these images and/or with the exhibition and showing of these de-

identified images and the clinical data. 

 

 

 

 

 

 

 

 
 

SLIDE DIGITAL VIDEO OTHER IMAGING 
__ Hand held __ Retina/ONH __ BIO __ Confocal __ X-Ray 

__ Slit Lamp __ Slit Lamp __ Slit Lamp __ NFL Tomography __ CT 

__ Retina/ONH (Flat) __ Retina/ONH __ Hand held __ OCT __ MRI / MRA 

__ Retina/ONH (Stereo)  

    

 

PHOTOGRAPHER: ________________________________ 

 

Signed:      ____   Date:   ______ 

 

 

Witnessed by:      ____   Date:   ______ 

 

……….………………………………………………………………………………………………………. 

If patient is a minor: 

 

_______________________________ ___________________________ _____________ 
Guardian Name (Print) Signature Date 



NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 

 

 

OSURE OF 
 

 
ACKNOWLEDGEMENT 

OF RECEIPT OF THE NOTICE OF PRIVACY PRACTICES OF: 
 

NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 

 

 
By signing this document, I acknowledge that I have received a copy of the Notice 

of Privacy Practices of Neuro-Ophthalmology of Texas, PLLC. 
 

 

 

___________________________ _____________________ _______________ 
NAME (PRINT)    SIGNATURE   DATE 

 

 

 

 

--------------------------------------------------------------------------------------------------------- 

 

FOR NEURO-OPHTHALMOLOGY OF TEXAS, PLLC OFFICE USE ONLY 

 

DATE ACKNOWLEDGEMENT RECEIVED: ___________________________ 

 

-OR- 

 

REASON ACKNOWLEDGEMENT WAS NOT OBTAINED: 

 

__________________________________________________________________ 

 

__________________________________________________________________ 

 

__________________________________________________________________



NEURO-OPHTHALMOLOGY OF TEXAS, PLLC 

NOTICE OF PRIVACY PRACTICES 
 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT 

YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 

ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 

Neuro-Ophthalmology of Texas, PLLC uses health information about you for treatment, to 

obtain payment for treatment, for administrative purposes, and to evaluate the quality of care that 

you receive.  Your health information is contained in a medical record that is the physical 

property of The University Eye Institute.  

 

How Neuro-Ophthalmology of Texas, PLLC May Use or Disclose Your Health Information 

 

For Treatment.  Neuro-Ophthalmology of Texas, PLLC may use your health information to 

provide you with medical treatment or services.  For example, information obtained by a health 

care provider, such as an optometrist, physician, nurse, or other person providing health services 

to you, will record information in your record that is related to your treatment.  This information 

is necessary for health care providers to determine what treatment you should receive.  Health 

care providers will also record actions taken by them in the course of your treatment and note 

how you respond to the actions.  If you have been referred into our facility from a healthcare 

provider outside of Neuro-Ophthalmology of Texas, PLLC, that referring doctor may have sent 

information about you in advance to help in our treatment of you.  We will provide your 

referring healthcare provider with copies of your record or reports that will assist him/her in your 

treatment and health care after you have completed your management from our facility. 

 

For Payment. Neuro-Ophthalmology of Texas, PLLC may use and disclose your health 

information to others for purposes of receiving payment for treatment and services that you 

receive.  For example, a bill may be sent to you or a third-party payor, such as an insurance 

company or health plan.  The information on the bill may contain information that identifies you, 

your diagnosis, and treatment or supplies used in the course of treatment. 

 

For Health Care Operations.  Neuro-Ophthalmology of Texas, PLLC may use and disclose 

health information about you for operational purposes.  For example, your health information 

may be disclosed to members of the medical staff, risk or quality improvement personnel, and 

others to: 

• evaluate the performance of our staff; 

• assess the quality of care and outcomes in your cases and similar cases; 

• learn how to improve our facilities and services; and  

• determine how to continually improve the quality and effectiveness of the health care we 
provide. 

 

Appointments. Neuro-Ophthalmology of Texas, PLLC may use your information to provide 

appointment reminders or information about treatment alternatives or other health-related 

benefits and services that may be of interest to you. You or a family member may be contacted 

by postcard and/or by telephone at the number you have provided for contact to remind you of an 

upcoming appointment. 

 



Notification. Neuro-Ophthalmology of Texas, PLLC may use or disclose information to notify or 

assist in notifying a family member, personal representative, or another person responsible for 

your care of your general condition.  You have the right to restrict who we may disclose 

information to.  

 

Marketing.  Neuro-Ophthalmology of Texas, PLLC in compliance with both Federal and State 

restrictions cannot disclose your health information to 3
rd
 parties for marketing purposes unless 

an authorization to do so is obtained from you in advance.  However, Neuro-Ophthalmology of 

Texas, PLLC may directly market to you by face-to-face or by mail for research opportunities, 

services, procedures or materials offered by Neuro-Ophthalmology of Texas, PLLC that may be 

of benefit to you.  If you do not wish to receive this information, you have the right to be 

removed from our mailing list. 

 

Required by law. Neuro-Ophthalmology of Texas, PLLC may use and disclose information 

about you as required by law. For example, Neuro-Ophthalmology of Texas, PLLC may disclose 

information for the following purposes: 

• for judicial and administrative proceedings pursuant to legal authority;  

• to report information related to victims of abuse, neglect or domestic violence; and 

• to assist law enforcement officials in their law enforcement duties; 
 

Public Health.  Your health information may be used or disclosed for public health activities 

such as assisting public health authorities or other legal authorities to prevent or control disease, 

injury, or disability, or for other health oversight activities. 

 

Decedents. Health information may be disclosed to funeral directors or coroners to enable them 

to carry out their lawful duties. 

 

Research.  Neuro-Ophthalmology of Texas, PLLC may use your health information for research 

purposes when an institutional review board or privacy board that has reviewed the research 

proposal and established protocols to ensure the privacy of your health information has approved 

the research.  You may be contacted by telephone or by mail asking to participate in specific 

studies at Neuro-Ophthalmology of Texas, PLLC or receive general information about research 

opportunities. 

 

Health and Safety.  Your health information may be disclosed to avert a serious threat to the 

health or safety of you or any other person pursuant to applicable law. 

 

Government Functions.  Your health information may be disclosed for specialized government 

functions such as protection of public officials or reporting to various branches of the armed 

services. 

 

Workers’ Compensation.  Your health information may be used or disclosed in order to comply 

with laws and regulations related to Workers’ Compensation. 

 

Other uses. Other uses and disclosures will be made only with your written authorization and you 

may revoke the authorization except to the extent Neuro-Ophthalmology of Texas, PLLC has 

taken action in reliance on such. 

 

 

 



 

 

Your Health Information Rights 

You have the right to: 

• request a restriction on certain uses and disclosures or your information as provided by 45 
C.F.R. §164.522; however, Neuro-Ophthalmology of Texas, PLLC is not required to agree to 

a requested restriction; 

• obtain a paper copy of the notice of information practices upon request; 

• inspect and obtain a copy of your health record as provided for in 45 C.F.R. §164.524; 

• request that your health record be amended as provided in 45 C.F.R. §164.526; 

• request communications of your health information by alternative means or at alternative 
locations; and 

• receive an accounting of disclosures made of your health information as provided by 45 
C.F.R. §164.528. 

 

Complaints 

You may complain to Neuro-Ophthalmology of Texas, PLLC and to the Department of Health 

and Human Services (Office of Civil Rights) if you believe your privacy rights have been 

violated.  You will not be retaliated against for filing a complaint. 

 

Obligations of Neuro-Ophthalmology of Texas, PLLC 

Neuro-Ophthalmology of Texas, PLLC is required by law to: 

• maintain the privacy of protected health information; 

• provide you with this notice of its legal duties and privacy practices with respect to your 
health information; 

• abide by the terms of this notice; 

• notify you if we are unable to agree to a requested restriction on how your information is 
used or disclosed; 

• accommodate reasonable requests you may make to communicate health information by 
alternative means or at alternative locations; and 

 

Neuro-Ophthalmology of Texas, PLLC reserves the right to change its information practices and 

to make the new provisions effective for all protected health information it maintains.  Revised 

notices will be made available to you by upon your next visit.   

Contact Information 

If you have any questions or complaints, please contact: 

 

Privacy Officer 

Neuro-Ophthalmology of Texas, PLLC 

Houston, Texas  

Office: 713-942-2187 

 

 

 
 

 



 Neuro-Ophthalmology PLEASE FILL OUT NAME & DATE ON EACH PAGE AND BE SURE TO SIGN THE LAST PAGE! 
♦ ALLERGIES: ______________________________ 
___________________________________________ 

DESCRIBE REACTION: _____________________________ 
 

♦ IMMUNIZATIONS/VACCINES (OVER THE LAST 6 MONTHS) 
DATE ___________ TYPE ________________________ 
___________________________________________ 
♦ CURRENT MEDICATIONS (INCL OTC, VITAMINS, BCP, INJECT) 
 

PILLS STRENGTH FREQUENCY 

   

   

   

   

   

   

EYE-DROPS/OINTMENTS R L FREQUENCY LAST USED 

     

     

     
 

♦ PAST MEDICATIONS (12 MONS) INCL VITAMINS/ANTIBIOTICS 
 

PILLS 

 

 

 
EYE-DROPS/OINTMENTS 

 

 
 

♦ SOCIAL HISTORY: 
 

OCCUPATION: __________________________________ 

OCCUPATIONAL HAZARDS: __________________________ 

EDUCATION: __________________________________ 
MARITAL STATUS: � MARRIED � SINGLE � DIVORCED � WIDOWED � OTHER 

___________________________________________ 

HOBBIES (INCL. CAMPING): ___________________________ 

PETS (CATS?): ________________ RECENT SCRATCH? � YES � NO 

TRAVELS: _____________________________________ 
DO YOU EAT RAW MEAT? � YES � NO  
TOBACCO: � CIGARETTES � CIGARS � PIPE � CHEWING TOBACCO 

CURRENT USE? � YES � NO HOW MUCH? _____ HOW LONG? _____ 

PAST USE? � YES � NO         HOW MUCH? _____ HOW LONG? _____ 

STOPPED? � YES � NO         WHEN? ______________________ 
ALCOHOL: � BEER � WINE � WHISKEY � OCCASIONALLY 

CURRENT USE? � YES � NO HOW MUCH? _____ HOW LONG? _____ 

PAST USE? � YES � NO         HOW MUCH? _____ HOW LONG? _____ 

STOPPED/WHEN? _____________ REHAB? _____________ 

RECREATIONAL DRUGS: TYPE _________________________ 

CURRENT USE? � YES � NO HOW MUCH? _____ HOW LONG? _____ 

PAST USE? � YES � NO         HOW MUCH? _____ HOW LONG? _____ 

STOPPED/WHEN? _____________ REHAB? _____________ 

 

NAME: _______________________________________ 

DATE: ____ /____ /_______ CHART#: ______________ 

 

♦ HOSPITALIZATIONS/SURGERY: 
HOSPITALIZATION NON-SURGICAL: 

    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
 

HOSPITALIZATION SURGICAL: 

    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
 

EMERGENCY ROOM VISITS: 

    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
 

OUT-PATIENT SURGERY (NON-OCULAR): 

    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
 

OUT-PATIENT SURGERY (OCULAR): 

    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
♦ INJURIES (SPECIFY IF OCULAR): 
    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
♦ SPECIAL TREATMENTS (RADIATION OR CHEMOTHERAPY): 
    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 

______      __________________________________ 
♦ EXPOSURES (CHEMICALS, GAS, POISON, DRUGS, ETC.): 
    DATE                   PLACE & REASON 

______      __________________________________ 

______      __________________________________ 
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Past Medical &      Name:  _______________________________________ 

Family History            

       Date:_____/_____/_____ Chart # __________________  
 

HAVE YOU OR A MEMBER OF YOUR FAMILY EVER AT ANY TIME HAD ANY OF THE PROBLEMS LISTED BELOW ? 
 

OCULAR HISTORY: PATIENT ONLY     FAMILY ONLY 
Patient    Date Explain                     Family     Age     Family Member 

              Yes       No      Yes     No 
BLINDNESS   �        �    _____ _________________     �       �     _____ ______________________ 
DIABETIC RETINOPATHY  �        �    _____ _________________     �       �     _____ ______________________ 
EYE TRAUMA   �        � List Under Injuries 

EYE / LID / ORBITAL SURGERY  �        � List Under Surgeries 
GLAUCOMA   �        �    _____ __________________    �       �     _____ ______________________ 
MACULAR DEGENERATION  �        �    _____ __________________    �       �     _____ ______________________ 
MISALIGNED EYES   �        �    _____ __________________    �       �     _____ ______________________ 
OPTIC NEURITIS   �        �    _____ __________________    �       �     _____ ______________________ 
RETINITIS PIGMENTOSA  �        �    _____ __________________    �       �     _____ ______________________ 

UVEITIS (IRITIS)   �        �    _____ __________________    �       �     _____ ______________________ 

WEAK / LAZY EYE   �        �    _____ __________________    �       �     _____ ______________________ 
 

MEDICAL HISTORY: PATIENT ONLY     FAMILY ONLY 

Patient     Date  Explain.      Family      Age       Family Member 
Yes       No       Yes     No 

ALZHEIMER’S  �        �    _____ __________________    �       �     _____ ______________________ 

ASTHMA/COPD  �        �    _____ __________________     �       �     _____ ______________________ 

BLOOD CLOTS/PHLEBITIS �        �    _____ __________________    �       �     _____ ______________________ 

CANCER   �        �    _____ __________________    �       �     _____ ______________________ 

CAROTID ARTERY/BRUITS �        �    _____ __________________    �       �     _____ ______________________ 

COLLAGEN DISEASE / LUPUS �        �    _____ __________________    �       �     _____ ______________________ 

DIABETES  �        �    _____ __________________    �       �     _____ ______________________ 

GOUT   �        �    _____ __________________    �       �     _____ ______________________ 

HEMOPHILIAC  �        �    _____ __________________    �       �     _____ ______________________ 

HEART DISEASE (ASCVD, CHF) �        �    _____ __________________    �       �     _____ ______________________ 

HEART SURGERY   �        �    _____ __________________    �       �     _____ ______________________ 

HEPATITIS / LIVER DISEASE �        �    _____ __________________    �       �     _____ ______________________ 

HIV/AIDS   �        �    _____ __________________    �       �     _____ ______________________ 

HYPERTENSION  �        �    _____ __________________    �       �     _____ ______________________ 

KIDNEY DISEASE / STONES �        �    _____ __________________    �       �     _____ ______________________ 

MENINGITIS  �        �    _____ __________________     �       �     _____ ______________________ 

MIGRAINE  �        �    _____ __________________    �       �     _____ ______________________ 

MULTIPLE SCLEROSIS �        �    Date of last exacerbation _____        �       �     _____ ______________________ 

MYASTHENIA  �        �    _____ __________________    �       �     _____ ______________________ 

RHEUMATIC FEVER  �        �    _____ __________________    �       �     _____ ______________________ 

SEIZURES  �        �    _____ __________________    �       �     _____ ______________________ 

SICKLE CELL  �        �    _____ __________________    �       �     _____ ______________________ 

STROKE / TIA  �        �    _____ __________________    �       �     _____ ______________________ 

SYPHILIS / V.D.  �        �    _____ __________________    �       �     _____ ______________________ 

THYROID / GOITER  �        �    _____ __________________    �       �     _____ ______________________      

TUBERCULOSIS  �        �    _____ __________________    �       �     _____ ______________________ 

ULCER   �        �    _____ __________________    �       �     _____ ______________________ 

Other: 

________________________________________________________________________________________________________ 
 

FAMILY HISTORY: 
  ALIVE AGE Health Status    DEAD AGE   Cause of Death            Any Other Illness 

MOTHER      �      ________  _________________________     �       ______     ____________________     __________________________ 

FATHER      �      ________  _________________________     �       ______     ____________________     __________________________ 

� BRO � SIS     �      ________  _________________________     �       ______     ____________________     __________________________ 

� BRO � SIS     �      ________  _________________________     �       ______     ____________________     __________________________ 

� BRO � SIS     �      ________  _________________________     �       ______     ____________________     __________________________ 

� SON � DAUG     �      ________  _________________________     �       ______     ____________________     __________________________ 

� SON � DAUG     �      ________  _________________________     �       ______     ____________________     __________________________ 

� SON � DAUG     �      ________  _________________________     �       ______     ____________________     __________________________ 
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NEURO- OPHTHALMOLOGY    NAME: ____________________________________ 

  
 DATE: _____/_____/_____ CHART#: ____________ 

 

WHAT OTHER DOCTORS HAVE YOU SEEN IN THE PAST 5 YEARS AND FOR WHAT REASONS: 

(If possible, please list full name, address, phone number, and medical specialty) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Have Had any of the following tests in the past 5 years? 

                                                                                    Normal       Abnormal 

� MRI or CAT scan of brain, orbit or spine   �  � 

� VER (visual evoked response)    �  � 

� Lumbar puncture      �  � 

� Other Diagnostic tests:     �  � 

 

 

 

 

Status of 3 Chronic Disorders 
 

1. ____________________________  Stable:    Y        N      If no, explain: ______________________ 

 

2. ____________________________  Stable:    Y        N      If no, explain: ______________________ 

 

3. ____________________________  Stable:    Y        N      If no, explain: ______________________ 

 
 

This questionnaire contains detailed questions about each of your body systems.  When answered 
accurately, this form can assist the doctor greatly in caring for you and may be a form that you 
would like to maintain for your personal records.  Please answer all questions below.  Circle 
where appropriate.  If answer is yes, please note the date of the incident and explain if 
possible. 

 

 



Page 4 of 11  © NOT 2006    

NEURO- OPHTHALMOLOGY 

Review         Name: _____________________________ 

of Systems       Date: ____/____/____ Chart# ___________ 
 

HAVE YOU EXPERIENCED OVER THE PAST 12 MONTHS ANY OF THE FOLLOWING: 

I.   CONSTITUTIONAL   Yes No Date  Explain 

♦ Decreased appetite?   � � ____ ____________________________________ 

♦ Increased appetite?   � � ____ ____________________________________ 

♦ Chronic or persistent chills?  � � ____ ____________________________________ 

♦ Chronic or persistent fatigue?  � � ____ ____________________________________ 

♦ Chronic or persistent fever?  � � ____ ____________________________________ 

♦ Ill in bed?     � � ____ ____________________________________ 

♦ Chronic or persistent lethargy?  � � ____ ____________________________________ 

♦ Muscle aches?    � � ____ ____________________________________ 

♦ Chronic or persistent night sweats? � � ____ ____________________________________ 

♦ Tender Scalp?    � � ____ ____________________________________ 

♦ Tired frequently?    � � ____ ____________________________________ 

♦ Decreased weight?   � � ____ ____________________________________ 

♦ Increased weight?    � � ____ ____________________________________ 

♦ What is your height? ________ ♦  What is your usual weight?  ________ ♦ Present weight?  _______ 
����Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 

II.   EYES     Yes No Date  Explain or in which eye 

♦ Is your far vision normal in each eye? � � ____ ___________________________________ 

♦ Blind spots in either eye   � � ____ ___________________________________ 

♦ Episodes of blurred vision?  � � ____ ___________________________________ 

♦ Do you currently wear contacts?  � � ____ ___________________________________ 

♦ Is your vision distorted?   � � ____ ___________________________________ 

♦ Do you have double vision?  � � ____ ___________________________________  

♦ Are your eyelids droopy?   � � ____ ___________________________________ 

♦ Do you have dry eyes?   � � ____ ___________________________________ 

♦ Do you have a dry mouth?  � � ____ ___________________________________ 

♦ Does your eyes bulge?    � � ____ ___________________________________ 

♦ Discharge from eyes?   � � ____ ___________________________________ 

♦ Eyes itching?    � � ____ ___________________________________ 

♦ Eyelid crusting?    � � ____ ___________________________________ 

♦ Eyelid twitching or have spasms? � � ____ ___________________________________ 

♦ Does your eyelids close shut off & on? � � ____ ___________________________________ 

♦ Flashes of light?    � � ____ ___________________________________ 

♦ Do you see floaters?   � � ____ ___________________________________ 

♦ Do you currently wear glasses?  � � ____ ___________________________________ 

♦ Halos around lights?   � � ____ ___________________________________ 

♦ Light sensitivity?    � � ____ ___________________________________ 

♦ Do you have problems seeing at night? � � ____ ___________________________________ 

♦ Do you have pain in your eyes?  � � ____ ___________________________________ 

♦ Problem with your peripheral vision? � � ____ ___________________________________ 

♦ Does your vision blur when you read? � � ____ ___________________________________ 

♦ Does your vision double when you read?� � ____ ___________________________________ 

♦ Do images shift when you read?  � � ___ _____________________________ 
♦ Are your eyes red?   � � ____ ___________________________________ 

♦ Have you had vision loss in  both eyes? � � ____ ___________________________________  

♦ Have you had vision loss in  one eye? � � ____ ___________________________________ 

♦ When was your last glasses fitting?    __________________________________________ 

♦ When was your last eye examination?   __________________________________________ 

♦ Any other eye problems in your lifetime? � � __________________________________________ 
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NEURO- OPHTHALMOLOGY 

Review         Name: _____________________________ 

of Systems       Date: ____/____/____ Chart#: ___________ 

HAVE YOU EXPERIENCED OVER THE PAST 12 MONTHS ANY OF THE FOLLOWING 

III.   NEUROLOGIC    Yes No Date  Explain 
♦ Balance problems?   � � ____ __________________________________ 

♦ Difficulty comprehending?  � � ____ __________________________________ 

♦ Do you have coordination problems? � � ____ __________________________________ 

♦ Do you have fainting spells?  � � ____ __________________________________ 

♦ Do you have headaches?   � � ____ __________________________________ 

♦ Loss of awareness?   � � ____ __________________________________ 

♦ Loss of consciousness?   � � ____ __________________________________ 

♦ Loss of memory?    � � ____ __________________________________ 

♦ Numbness/ tingling of arm,hand,fingers? � � ____ __________________________________ 

♦ Numbness/ tingling of face, jaw, mouth? � � ____ __________________________________ 

♦ Numbness/ tingling of head, neck,back?  � � ____ __________________________________ 

♦ Numbness/ tingling of leg, foot, toes?  � � ____ __________________________________ 

♦ Do you have seizures?   � � ____ __________________________________ 

♦ Do you have smelling difficulties? � � ____ __________________________________ 

♦ Do you have a speech disorder?   � � ____ __________________________________ 

♦ Do you have problems swallowing? � � ____ __________________________________ 

♦ Change in taste?    � � ____ __________________________________ 

♦ Do you have tremors or shake?  � � ____ __________________________________ 

♦ Twitching/spasms of arm, hand, fingers? � � ____ __________________________________ 

♦ Twitching/spasms of face, jaw, mouth? � � ____ ____________________________ 
♦ Twitching/spasms of head, neck, back? � � ____ __________________________________ 

♦ Twitching/spasms of leg, foot, toes? � � ____ __________________________________ 

♦ Do you have vertigo or dizziness? � � ____ __________________________________ 

♦ Do you have walking problems?  � � ____ __________________________________ 

♦ Weakness of your arm, hand, fingers? � � ____ __________________________________ 

♦ Weakness of your face, jaw, mouth? � � ____ __________________________________ 

♦ Weakness of your head, neck, back? � � ____ __________________________________ 

♦ Weakness of your leg, foot, toes? � � ____ __________________________________ 

♦ Any other neurological problems? � � ____ __________________________________ 

���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 

IV.   ALLERGIC / IMMUNOLOGIC  Yes No Date  Explain 

♦ Do you have any drug allergies?  � � ____ ____________________________ 
♦ Do you have environmental allergies? � � ____ ____________________________ 
♦ Any problems with immune system?   � � ____ ____________________________ 
 
V.   CARDIOVASCULAR/PERIPHERAL  
VASCULAR  Yes No Date  Explain 

♦ Angina/Chest pain or pressure?  � � ____ __________________________ 
♦ Blockage?     � � ____ __________________________ 
♦ Blood clots ?     � � ____ __________________________ 
♦ Heart murmur?    � � ____ __________________________ 
♦ Pacemaker?    � � ____ __________________________ 
♦ Pain in your legs with walking?    � � ____ __________________________ 
♦ Palpitations or irregular heartbeat?  � � ____ __________________________ 
♦ Swelling in ankles while walking?  � � ____ __________________________ 
♦ Swelling in legs while walking?  � � ____ __________________________ 
♦ Any other leg problems?   � � ____ __________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 
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HAVE YOU EXPERIENCED OVER THE PAST 12 MONTHS ANY OF THE FOLLOWING 
 
VI.   EAR, NOSE, SINUSES, MOUTH,  
THROAT  
  
A.   MOUTH/DENTAL 
      Yes No Date                        Explain 

Frequent sores/lesions of your mouth? � � ____ ______________________________ 
Frequent dental visits?   Why?  � � ____ ______________________________ 
Do you wear dentures?   � � ____ ______________________________ 
Any other mouth problems?   � � ____ ______________________________ 
����Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 

B. NOSE 

      Yes No Date                        Explain 

Bleeding from nose?    � � ____ ________________________________ 
Frequent runny nose?    � � ____ ________________________________ 
Sneezing?     � � ____ ________________________________ 
Any other nose problems?   � � ____ ________________________________ 
����Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 
C.  EAR     Yes       No Date                           Explain 

Hearing problems?    � � ____ ________________________________ 
Hear your heart beat w/pulsations?  � � ____ ________________________________ 
Ringing in ears?        � � ____ ________________________________ 
Hearing loss?     � � ____ ________________________________ 
Abnormal noises in ear ?   � � ____ ________________________________ 
Pain in ear ?     � � ____ ________________________________ 
Any other ear problems ?   � � ____ _________________________________ 
����Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 
D.  SINUSES 
      Yes No Date                        Explain 

Post nasal drip?      � � ____ ______________________________ 
Frequent sinus headaches?   � � ____ ______________________________ 
Sinus infections?    � � ____ ______________________________ 
Sinus stuffiness?    � � ____ ______________________________ 
Any other sinus problems?   � � ____ ______________________________ 
����Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 
E.   THROAT 

Yes No Date       Explain 

Lump on throat?    � � ____ ______________________________
  
Sore throats?     � � ____ ______________________________ 
Change in your voice?     � � ____ ______________________________ 
Hoarseness?     � � ____ ______________________________ 
Any other throat problems?   � � ____ ______________________________ 
    

����Please feel free to provide further explanation of above questions on the last page of this questionnaire 
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of Systems       Date: ____/____/____ Chart# ___________ 

 
HAVE YOU EXPERIENCED OVER THE PAST 12 MONTHS ANY OF THE FOLLOWING 

 

VII.   ENDOCRINE 
 Yes No Date                       Explain 
 

♦ Cold intolerance?    � � _____ ________________________________ 

♦ Heat intolerance?    � � _____ ________________________________  

♦ Increase in hand, foot or head size? � � _____ ________________________________ 

♦ Change in sex drive?   � � _____ ________________________________ 

♦ Nipple discharge?    � � _____ ________________________________ 

♦ Thirst is extreme?    � � _____ ________________________________ 

♦ Any other endocrine gland problems? � � _____ ________________________________ 

���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 
 
VIII.   GASTROINTESTINAL 
      Yes No Date                      Explain 
 

♦ Abdominal pain?    � � ____ _______________________________ 

♦ Abdominal swelling?   � � ____ _______________________________ 

♦ Bloody  stools?     � � ____ _______________________________ 

♦ Change in your bowel habit?     � � ____ _______________________________ 

♦ Constipation?    � � ____ _______________________________ 

♦ Dark black or tarry stools?   � � ____ _______________________________ 

♦ Diarrhea?     � � ____ _______________________________ 

♦ Heartburn?    � � ____ _______________________________ 

♦ Nausea?     � � ____ _______________________________ 

♦ Ulcer?     � � ____ _______________________________ 

♦ Vomiting?     � � ____ _______________________________ 

♦ Any other gastrointestinal problems?  � � ____ _______________________________ 

���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 

IX.   GENITOURINARY       

 
A. MEN & WOMEN 
      Yes No Date Explain 

♦ Blood in your urine?     � � ____ _______________________________  

♦ Burning / pain with urination?    � � ____ _______________________________  

♦ Kidney stones?    � � ____ _______________________________ 

♦ Sores or lesions on genitals?  � � ____ _______________________________ 

♦ Unable to hold urine (Incontinence) � � ____ _______________________________ 

♦ Urinating often and lots   � � ____ _______________________________  

♦ Any other bladder / kidney problems? � � ____ _______________________________ 

���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 

B.   MEN ONLY  
      Yes No Date                        Explain 

♦ Discharge from penis?    � � ____ _______________________________  

♦ Impotence?    � � ____ _______________________________ 

♦ Prostate problems    � � ____ _______________________________  
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 
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HAVE YOU EXPERIENCED OVER THE PAST 12 MONTHS ANY OF THE FOLLOWING 
 
X. OB GYN 
      Yes No Date                   Explain 
 

♦ Complications related to childbirth? � � ____ ___________________________________  
♦ Currently using contraception?  � � ____ What kind?__________________________ 
♦ Last  menstrual cycle late?  � � ____ ___________________________________  
♦ Experiencing menopause?   � � ____ What age?__________________________  
♦ Menstrual cycle normal or regular?    _____________________________ 
♦ Have you had miscarriages?  � � ____ How many?_________________________  
♦ Past abortion? (How many?)  � � ____ ___________________________________  
♦ Past pregnancy? (How many?)  � � ____ ___________________________________  
♦ Are you currently pregnant?  � � ____ ___________________________________  
♦ Vaginal bleeding not related to periods? � � ____ ___________________________________  
♦ Age started menstrual periods?      ___________________________________  
♦ Any other reproductive problems?  � � ____ ___________________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 
 
XI.   HEMATOLOGIC / BLOOD VESSELS 
 / LYMPHATIC 
 Yes No Date                Explain 
 

♦ Are you anemic?     � � _____ ___________________________________  
♦ Blood clots in legs or lungs?  � � _____ ___________________________________ 
♦ Abnormal blood loss?   � � _____ ___________________________________ 
♦ Pain in calf?    � � ____ _____________________________ 
♦ Cuts bleed easily or too much?  � � ____ _____________________________ 
♦ Bruise easily?    � � _____ _____________________________ 
♦ Are your lymph nodes enlarged?  � � ____ _____________________________ 
♦ Any other blood, blood vessel or lymph  

gland problems?   � � ____ _____________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 
 
 
XI. BREASTS & INTEGUMENTARY  

 

A.   BREAST 
      Yes No Date  Explain 
 

♦ Breast implants?    � � ____ __________________________ 
♦ Breast lumps?  Masses?   � � ____ __________________________ 
♦ Any other problems with your breasts? � � ____ __________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 
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HAVE YOU EXPERIENCED OVER THE PAST 12 MONTHS ANY OF THE FOLLOWING    

 
XI. BREASTS & INTEGUMENTARY (con’t) 
B.   SKIN 

Yes No Date  Explain 

 
♦ Have you started losing your hair?    � � ____ __________________________ 
♦ Have you started losing your nails?  � � ____ __________________________ 
♦ Have your nails become discolored or brittle? � � ____ __________________________ 
♦ Does your skin itch?    � � ____ __________________________ 
♦ Do you have rashes?    � � ____ __________________________ 
♦ Any other skin problems?    � � ____ __________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 
 

XII.   MUSCULOSKELETAL 

 A.   BACK 
Yes No Date  Explain 

 

♦ Aches/pain in back?    � � ____ __________________________ 
♦ Chiropractic manipulation?   � � ____ __________________________ 
♦ Stiffness in back?     � � ____ __________________________ 
♦ Disk problems? (Slipped disk?)   � � ____ __________________________ 
♦ Any other problem with your back?  � � ____ __________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire 
 

 
B.   NECK / SHOULDERS 

Yes No Date  Explain 

 
♦ Aches/pain in neck or shoulder?   � � ____ __________________________ 
♦ Chiropractic manipulation?   � � ____ __________________________ 
♦ Stiffness in neck or shoulder?   � � ____ __________________________ 
♦ Swelling in neck or shoulder?   � � ____ __________________________ 
♦ Any other neck or shoulder problems?  � � ____ __________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 

 

C.   GENERAL 
Yes No Date  Explain 

 
♦ Aches/pain of face, jaw, mouth?   � � ____ __________________________ 
♦ Aches/pain of legs, feet, toes?     � � ____ __________________________ 
♦ Aches/pain of arms, hands, fingers?  � � ____ __________________________ 
♦ Aches/pain in joints?    � � ____ __________________________ 
♦ Do you have arthritis?     � � ____ __________________________ 
♦ Have you ever fractured any bones?  � � ____ __________________________ 
♦ Stiffness/swelling in joints?     � � ____ __________________________ 
♦ Stiffness/swelling of arms, hands, fingers? � � ____ __________________________ 
♦ Stiffness/swelling of face, jaw, mouth?  � � ____ __________________________ 
♦ Stiffness/swelling of legs, feet, toes?  � � ____ __________________________ 
���� Please feel free to provide further explanation of above questions on the last page of this questionnaire. 
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Please write any additional explanations of the above questions here. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 


