
PATIENT  HISTORY  QUESTIONAIRE

DATE   _____/_____/_____

Last name _______________________ First name ____________________ MI _____ Nickname___________
Address __________________________________________________________________________________
Telephone (H) __________________ (W) ____________________ Emergency _________________________
Sex   M  F    Date of birth  _____/_____/_____  Age _____  Married     Single    Other     __________________
Occupation _______________________________ Employer________________________________________
Primary Care Physician ____________________  Last Medical Exam _________________________________
Previous Eye Doctor _______________________  Last Eye Exam ____________________________________
Referred by _______________________________ Payment Plan ____________________________________
Major Medical Insurance __________________________________________SSN _______-_______-_______
Responsible Party  (If same as above check here and go to next section. _____)
Name____________________________________ SSN ______/______/______. Birthdate _____/_____/_____
Address___________________________________________________________Phone __________________
Relationship to patient____________________ Spouse’s Name (if married)____________________________

MEDICAL  INFORMATION

Do you have any allergies to medications?  Yes ____ No ____ If yes list ______________________________
Other allergies?  Yes ____ No ____ If yes list. ____________________________________________________
List any medications you are currently taking and the reason  you take them if known.  (include oral
contraceptives, aspirin, over the counter meds, and home remedies.)
__________________________________________________________________________________________

List all major surgeries, injuries, and/or hospitalizations you have had. (give approximate dates) ____________

Are you pregnant or nursing?  Yes ____ No ____

PERSONAL EYE HISTORY
Have you had any eye surgery?  Yes ____ No ____ If yes explain ____________________________________
Have you had any eye injuries?  Yes ____ No ____ If yes explain ____________________________________
Do you have glaucoma?  Yes ___ No ___. Cataracts? Yes ___ No ___ Macular degeneration Yes ___ No __
Do you wear glasses? Yes ___ No ___  If yes, how old are your current lenses? __________________________
Do you wear contact lenses? Yes ___ No ___  If yes, how old are your current lenses? ____________________
If you wear contact lenses:  Type   Soft / Rigid / Disposable / Extended Wear / Bifocal / Tinted
If your contact lenses are disposable, how often do you replace them? _________________________________

FAMILY HISTORY  ( Include parents, children, siblings, grandparents – living or deceased)

CONDITION              RELATIONSHIP TO YOU       CONDITION                   RELATIONSHIP TO YOU

Blindness   Yes   No  _____________________ Macular Degeneration     Yes   No___________________
Cataract      Yes   No  _____________________ Retinal Detatchment        Yes   No___________________
Crossed eyes  Yes  No   _____________________ Cancer                              Yes   No___________________
Glaucoma  Yes  No   _____________________ Diabetes      Yes  No___________________

OVER



REVIEW OF SYSTEMS :  Do you  have any problems in the following areas:

CONSTITUTIONAL RESPIRATORY
Fever, Weight loss/gain YES NO Asthma YES NO

Bronchitis/Emphasysema YES NO
INTEGUMENTARY

Skin YES NO VASCULAR/CARDIOVASCULAR
Diabetes YES NO

NEUROLOGICAL (If yes, diagnosed  __________ years ago.)
Headaches, Seizures YES NO Heart Pain YES NO

High Blood Pressure YES NO
EYES Heart Surgery YES NO

Loss of Vision YES NO High Cholesterol YES NO
Double Vision YES NO Vascular Disease YES NO
Dryness YES NO

               Tearing                              YES       NO                       ALLERGIC / IMMUNOLOGIC YES NO
Discharge YES NO
Redness YES NO PSYCHIATRIC YES NO
Light Sensitivity YES NO
Pain YES NO GENITOURINARY
Flashes YES NO Bladder YES NO
Floaters YES NO Kidneys YES NO
Crossed Eyes YES NO Genitals YES NO
Lazy Eye YES NO

LYMPHATIC / IMMUNOLOGIC
EARS, NOSE, THROAT, MOUTH Anemia YES NO

Allergies YES NO Bleeding Problem YES NO
Sinus YES NO
Chronic Cough YES NO BONES / MUSCLES / JOINTS
Dry Mouth YES NO Arthritis YES NO

ENDOCRINE GASTROINTESTINAL
Thyroid YES NO Diarrhea YES NO
Other Glands YES NO Constipation YES NO

If you answered yes to any of the above or have a condition not listed, please explain._______________________________________

SOCIAL HISTORY
This information is strictly confidential.  However you may discuss this portion directly with the doctor if you prefer.

Do you use tobacco products? YES NO
If yes, type / amount / how long? _____________________________________________________________________________
Do you use alcohol? YES NO
If yes, type / amount / how long? ______________________________________________________________________________
Do you use illegal drugs? YES NO
If yes, type / amount / how long? _______________________________________________________________________________
Have you ever been exposed to or infected with:  Gonorrhea / Hepatitis / HIV / Syphilis YES NO
If yes, explain. _____________________________________________________________________________________________


