
 
 

ARENA EYE SURGEONS 
PATIENT HISTORY/MEDICATION FORM 

 
 
 

Patient Name:  _______________________________  DOB:  _______________  Date:  _________________ 
 

MEDICATION 
(including over the counter and herbal) 

 
STRENGTH 

DOSING 
(once a day/twice a day, etc.) 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 

Do you have allergies to any medications?  (please list below) 

Medications: _____________________________________ 

  _____________________________________ 

  _____________________________________ 

  _____________________________________ 

  _____________________________________ 

  _____________________________________ 

  _____________________________________ 

  _____________________________________  

  _____________________________________ 

  _____________________________________ 
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