Medical History Questionnaire

Name: Nickname: Date of Birth: / /
Address: City: State: Zip:
Home Phone: Cell Phone: Email:

Parent/Guardian Name (If patient is a child):

Preferred Contact oHome oCell 0Email Social Security Number:
Gender: o Male 0 Female Height: Weight:
Primary Care Physician: Pharmacy:

Race: oAmerican Indian or Alaska Native  oDAsian  oBlack or African American  oNative Hawaiian or Other Pacific Islander
oWhite oUnspecified
Ethnicity: oHispanic oNot Hispanic

What is your primary reason for visit today?

Systemic lllnesses:

o No History of Iliness oColitis o Hearing Loss oLiver Disease oProstate Discase
oAnemia o Congestive Heart Failure oHeart Discase oLung Disease oPsychiatric Disorder
oAnkylosing Spondylitis o COPD oHepatitis oOLupus aRheumatoid Arthritis
oArthritis oCrohn’s Disease oHerpes Simplex/Zoster aMeningitis aSjogren’s Syndrome
oArrhythmia oDiabetes: Type 1 or 2 oHigh Blood Pressure oMigraine oStroke

DAsthma AlC:___,CBG:___ oHigh Cholesterol DMRSA oSyphilis

oBleeding Disorder oEczema oHistoplasmosis oMultiple Sclerosis oThyroid Diseasc
oCancer oEmphysema oHIV/AIDS oOsteoporosis oToxoplamsosis
aCeliac Discase oFibromyalgia oKidney Disease oPolymyalgia

aChicken Pox aHeadache oKidney Stones aPregnant/Nursing

Other (Please Specify):

Medications: Name Dosage Frequency

1.

2.

3.

4,

5.

Please put additional medications at the bottom of Page 2

Allergies (Medications, Materials, Environmental):

Past Ocular History (Please mark all that apply)

oCataract oMacular Degeneration oGlaucoma oDiabetic Retinopathy  aDry Eye
oEye Infection oFloaters/Flashes of light  olritis or Uveitis oRetinal defects or degenerations
Other (Please Specify):
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Ocular Surgeries:

Social History (Please mark all that apply)

Smoking: aCurrent Every Day Smoker oCurrent Some Days Smoker oFormer Smoker oNever Smoked
Alcohol Use: oYes oNo  Ifyes, what and how

often?

Drug Use: oYes oNo  Ifyes, what and how

often?

Family Medical History (Parents, Siblings, and Children): Please indicate who is affected

oCancer oDiabetes Type 1 or 2 oHypertension
oThyroid Condition: Hypo or Hyper oCataract

oMacular Degeneration aGlaucoma

Other (Please Specify):

Review of Systems (Please mark all that apply currently)

Constitution Cardiovascular
aDevelopmental Disabilities oChest Pain
aCancer aDizziness
oFatigue oFainting Spells
oWeight loss/gain 3Shortness of Breath
Eyes Respiratory
oContact Lens Wearer aDifficulty Breathing
oEye Pain aCoughing
aDouble Vision oWheezing
Ears, Nose, Throat Gastrointestinal
aHearing Loss oUlcer
aSinusitis oAcid Reflux
oDry Mouth Genito-Urinary
Neurological aDifficulty Urinating
aSeizures oBlood in Urine
oMuscle Weakness Musculoskeletal
oNumbness aStiffness
aCerebral Palsy aJoint pain/Swelling
aMigraine [ntegumentary
SAutism Spectrum Disorder oRashes
Psychiatric oEczema
oDepression aRosacea
OAnxiety Endocrine
oAttention Deficit olnerease Thirst
oBipolar Disorder olncreased Hunger
aMood Swings Olncreased Urination
oDifficulty Sleeping Heme/Lymph
oBruise/Bleed Easily
Allergy/Immunologic
aHives
oltching
Other (Please Specify):

Additional Medications:
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