Screening questions for Lasik

What is your age





______________

Have you ever been unable to wear contact lenses?

Yes

No


Do your eyes ever experience


Sandy- gritty irritation




Yes

No


Dryness





Yes

No


Burning





Yes

No


Foreign body sensation



Yes

No

Has anyone in your family ever had keratoconus

Yes

No

 
a corneal transplant?




Yes

No

If female, are you pregnant or nursing


Yes

No

Do you have any of the following:


Rheumatoid Arthritis




Yes

No


Multiple Sclerosis




Yes

No


Lupus






Yes

No


AIDS






Yes

No


Severe allergies




Yes

No


Diabetes





Yes

No


Herpes of the eye




Yes

No

Do you use any of the following Meds:


Accutane





Yes

No


Cordarone





Yes

No


Imitrex






Yes

No

Does anyone at your home have MRSA


Yes

No

Have you been hospitalized recently



Yes

No

Have you visited anyone at a hospital recently

Yes

No

Patient Signature







Date

