Patient History Questionnaire

Patient Name: ___________________________________ Date: __________________

Occupation/Hobbies: _____________________________________________________________

     Please answer the following questions concerning your personal eye history

	
	Yes
	No

	Flashes
	
	

	Floating spots
	
	

	Double vision
	
	

	Pain
	
	

	Itch
	
	

	
	Yes
	No

	Tearing
	
	

	Loss of vision
	
	

	Headaches
	
	

	Blurred Vision
	
	

	Glare
	
	


	
	Yes
	No

	Glasses
	
	

	Contact lenses
	
	

	Strabismus (eye turn)
	
	

	Eye Surgery
	
	

	
	Yes
	No

	Eye Injury
	
	

	Macular Degeneration
	
	

	Glaucoma
	
	

	Cataracts
	
	


Please answer the following questions regarding your personal health

	
	Yes 
	No

	Hypertension
	
	

	Heart Disease
	
	

	Cholesterol
	
	

	Stroke
	
	

	Anemia/Blood Disorders
	
	

	Diabetes
	
	

	Thyroid
	
	

	Cancer
	
	

	Asthma/Emphysema
	
	

	Stomach Ulcer
	
	

	Acid Reflux
	
	

	Intestinal Disease
	
	

	Liver Disease
	
	

	Bladder Disease
	
	

	Kidney Disease
	
	

	Depression/Anxiety
	
	

	Rheumatoid Arthritis
	
	

	Osteoarthritis
	
	

	Osteoporosis
	
	

	Neurologic Disorders
	
	

	Seizures
	
	

	Acne
	
	

	Allergies
	
	

	Hepatitis
	
	

	Tuberculosis
	
	

	HIV/AIDS
	
	

	Sexually transmitted diseases
	
	

	Anything else
	
	



Medications                                         Surgeries


____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________





Medication Allergies_________________________


Latex Allergy_______________________________


Do you smoke?__________How Much?____________


           How long?____________


Do you drink alcohol?_________ How much?_______


Have you ever used drugs?______ Type?__________


___________________________________________





Please answer the following questions concerning          Family History (blood relatives only)





Did anyone have an eye turn?_______ Who?___________


Did anyone have glaucoma?________Who?____________


Did anyone have macular degeneration?_______________


         Who?________________


Did anyone have cataracts?___________Who?__________


Did anyone have a retinal detachment?_____Who?_______


Did anyone go blind?_________Who?_________________


Did anyone have eye surgery?_______Who?____________


Was anyone Diabetic?__________Who?________________


Has anyone had hypertension?________Who?___________


Has anyone had cancer?_________Who?_______________





**Please elaborate on health conditions or medications on the reverse side of the form. All questions must be answered.  








