
1.	 Are you under medical treatment now?
	 If so, what: ________________________
	 _________________________________
2.	 Have you been hospitalized for any
	 surgical operation or serious illness?
	 If so, what: ________________________
	 _________________________________
3.	 Are you taking any medication(s)
	 including non-prescription medicine?
	 If yes, what medications are you taking?
	 _________________________________
	 _________________________________
4.	 Do you use tobacco?
5.	 Do you use alcohol?
6.	 Do you use cocaine or other drugs?
7.	 Are you wearing contact lenses?

YES	 NO
	 

	 

	 

	 
	 
	 
	 


