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Medical History Questionnaire 
 
 

Patient’s Name (Please Print) ___________________________________Today’s Date___________ 

Name of Primary Care Physician____________________________________________________ 
 

Do you have any allergies to medications?  □ Yes      □ No    If yes, briefly explain:_____________________ 

______________________________________________________________________________________ 
 

List any medications you are taking: 
Systemic Medications (Prescribed)   Systemic Medications (Over the Counter) 

 ________________________________________          _________________________________________ 

________________________________________          _________________________________________ 

________________________________________          _________________________________________ 

________________________________________          _________________________________________ 

________________________________________          _________________________________________ 
 

Eye Medications/Drops (Prescribed)   Eye Medications/Drops (Over the Counter) 

________________________________________          _________________________________________ 

________________________________________          _________________________________________ 

________________________________________          _________________________________________ 
 

Do you need a refill of your Eye Medications/Drops? □ Yes      □ No    If yes, please list: 

_________________________________________________________________________ 

_________________________________________________________________________ 

_________________________________________________________________________ 
 

Eye/Visual Symptoms 
Do you currently, or have you ever experienced any of the following? 
    YES  NO  ?     YES  NO  ? 
   Loss of Vision     □   □   □    Redness     □   □   □ 
   Blurred Vision     □   □   □    Itching     □   □  □ 
   Distorted Vision/Halos    □   □   □    Burning     □   □  □ 
   Loss of Side Vision    □   □   □    Dryness     □   □  □ 
   Double Vision     □   □   □    Foreign Body Sensation   □   □  □ 
   Flashes of Light    □   □   □    Sandy or Gritty Feeling   □   □  □ 
   Floaters in Vision    □   □   □    Excess Tearing/Watering   □   □  □ 
   Chronic Infection of Eye or Lid   □   □   □    Mucous Discharge    □   □  □ 
   Stye or Chalazion    □   □   □    Glare/Light Sensitivity    □   □  □ 
   Eye Pain or Soreness    □   □   □    Tired Eyes     □   □  □ 
 

Are you interested in wearing Contact Lenses? □ Yes □ No     Why?______________________________ 

Are you interested in Laser Vision Correction (LASIK)? □ Yes      □ No   Why?_______________________ 

What is your primary reason for today’s visit? __________________________________________________ 
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Personal Eye History 
Please note any personal history of the following conditions: 
 DISEASE/CONDITION  YES NO  ?   DESCRIBE 
 Blindness     □  □  □ __________________________________ 
 Cataract     □  □   □ __________________________________ 
 Crossed Eyes     □  □  □ __________________________________ 
 Glaucoma     □  □  □ __________________________________ 
 Macular Degeneration    □  □  □ __________________________________ 
 Retinal Detachment/Disease   □  □  □ __________________________________ 
 Eye Infection     □  □  □ __________________________________ 
 Eye Injury     □  □  □ __________________________________ 
 Eye Surgery     □  □  □ __________________________________ 

Other ___________________   □  □  □ __________________________________ 
 

Personal Health History (Review of Systems) 
Do you currently, or have you ever had any problems in the following areas: 

SYSTEM             YES NO  ?              YES NO  ? 

Constitutional      Ears, Nose, Mouth, Throat 
   Weight Loss/Gain   □  □  □    Hearing Loss   □  □  □ 
Integumentary (Skin)        Sinus Congestion  □  □  □ 
   Psoriasis    □  □  □    Dry Mouth/Throat  □  □  □ 
   Rosacea    □  □  □ Respiratory 
Neurological          Asthma   □  □  □ 
   Headaches    □  □  □    Chronic Bronchitis  □  □  □ 
   Migraines    □  □   □    Emphysema   □  □  □ 
   Seizures    □  □  □ Vascular/Cardiovascular 
Endocrine         High Blood Pressure  □  □  □ 
   Diabetes    □  □  □    Vascular Disease  □  □  □ 
   Thyroid Disorder    □  □  □    Congestive Heart Failure □  □  □ 
Lymphatic/Hematologic       Elevated Cholesterol  □  □  □ 
   Anemia    □  □   □ Bones/Joints/Muscles 
   Bleeding Problems   □  □   □    Osteoarthritis   □  □  □ 
Allergic/Immunologic        Rheumatoid Arthritis  □  □  □ 
   Seasonal Allergies   □  □   □    Muscle Pain   □  □  □ 
   Lupus     □  □   □    Joint Pain   □  □  □ 
 

 

If you answered YES to any of the above or have a condition not listed, please explain:_________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 
 

List all major injuries, surgeries, and/or hospitalizations you have had: ______________________________ 

______________________________________________________________________________________ 

______________________________________________________________________________________ 
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Personal Social History 
Do you drive?   □ Yes     □ No      If yes, do you have visual difficulty when driving?   □ Yes     □ No 

If yes, please describe:____________________________________________________________________ 

Do you live:       □ Independently?       □ With assisted care?       □ Other _____________________________ 

Do you use tobacco products?   □ Yes   □ No    If yes, type/amount/how long:_________________________ 

Do you drink alcohol?   □ Yes   □ No    If yes, type/amount/how long:________________________________ 
 

Family Medical and Eye History 
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following 
conditions: 
 DISEASE/CONDITION  YES NO  ?  FAMILY MEMBER 
 Arthritis      □  □  □ __________________________________ 
 Cancer      □  □  □ __________________________________ 
 Diabetes     □  □  □ __________________________________ 
 Heart Disease     □  □  □ __________________________________ 
 High Blood Pressure    □  □  □ __________________________________ 
 Lupus      □  □  □ __________________________________ 
 Thyroid Disease    □  □  □ __________________________________ 
 Blindness     □  □  □ __________________________________ 
 Cataract     □  □   □ __________________________________ 
 Crossed Eyes     □  □  □ __________________________________ 
 Glaucoma     □  □  □ __________________________________ 
 Macular Degeneration    □  □  □ __________________________________ 
 Retinal Detachment/Disease   □  □  □ __________________________________ 

Other ___________________   □  □  □ __________________________________ 
 
 
 
 
 
 
This information is confidential and will be kept with your medical record and used only in compliance with 
the Health Insurance Portability and Accountability Act (HIPAA).  Thank you for assisting us in providing you 
with the very best eye health and vision care. 
 
 
 


