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Medical History Questionnaire

Patient's First Name Patient's Last Name Patient's Preferred Name
Patient's Date of Birth What's the reason for you visit? When was your last eye exam?
Name of previous Optometrist: Name of current Primary Care Preferred Pharmacy:

- Provider(s): -

Do you wear eyeglasses / spectacles?

If yes, select the type of eyeglasses you wear
(JSingle Vision (JBifocal (J Trifocal (JProgressive
(JOther

Do you wear contact lenses?

If yes, select the type of contact lens you wear
(J Soft (JGas Permeable (JMonovision

How long has your glasses or contacts
current prescription been worn?

*Please bring current glasses or contact lens boxes to the appointment. Please bring a copy of the most recent
prescription, if available.

Have you undergone laser corrective If yes, approximately what year was Was this procedure LASIK, PRK, RK?
surgery? this procedure? Please state procedure and which

. - eye(s):

Do you suffer from any known eye Please list any eye medications with

conditions? (i.e. cataracts, glaucoma, = how many times/day, and which eye(s)

macular degeneration, retinal you use them in:

detachment, lazy eye, etc.) -

Are you allergic to any of the following?

(J Antibiotics (J Aspirin (JCodeine Ulodine

U Latex (JLocal Anesthetics (JMetals U Penicillin

(J Sulfa drugs (JNarcotics
Allergy Not Listed: If yes to allergies to any medications, Please list any medications you are
- what was your reaction? currently taking

Can we access your medication history online?
OYes UNo
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Check all that apply:

(JSudden Blurriness (JHypertension (JDouble Vision
(JDry Eye/Burning sensation (Jltchy Eyes (JRedness
(JWatering eyes (JGlare/Light sensitivity (JEye pain

(JHeadaches (migraines,

ocular headaches) (JDiabetes: Non-insulin

(JDiabetes: Insulin

(JHeart Condition (JKidney/Liver Condition (J Stomach/Digestive

) .

Psychological/Neurological (JBlood Disorder (JEar/Nose/Mouth/Throat
(JHigh Cholesterol (JAsthma (J Arthritis

(JRespiratory (JAllergy/Immunology (JOther

If yes, please explain:

Have you ever been exposed to or infected with the following?
(JGonorrhea (JHepatitis CJHIV

Please specify if you have any other Please list any major surgeries and/or
health conditions not listed above surgeries in the last 5 years:

Please check all that apply

(JCurrent Every

(JFormer Tobacco user
DayTobacco user

(JNever used Tobacco

Alcohol

(JNo Alcohol use (JOccasional (J1-2 drinks/day
Driving

(J Currently Drive (JDo Not Drive

Current/Past Occupation:

Does your family history include any of the following?

(JGlaucoma (JCataracts (JMacular Degeneration
(JBlindness (JDiabetes (JThyroid Condition
Other: If yes to any, please note which

- condition(s) and if the relationship is
MATERNAL or PATERNAL. Date :

Relationship to Patient (if minor)
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(JFlashes/Floaters in vision

(JSandy or gritty feeling
(JLazy eye/Eye Turn

(JThyroid Disorder
(JSkin Condition
(JCancer

(JMultiple Sclerosis

(JSyphilis

(JRecreational Drug Use

(J3-4 drinks/day

(JRetinal Detachment

Patient's Electronic Signature (ESign)



