
 
 
 
 

Medical History Questionnaire 
 

This form is critical for the doctor to thoroughly evaluate your vision and health. 
Please completely fill out both sides.  Thank you! 

 
Name:__________________________________________________ Date: ____/____/______      Birth date: ____/____/______ 
 
Personal Medical History 
 
Last Medical Exam: ____/____/____   Name of Family Physician:____________________________________________________ 
 
List all major injuries, surgeries and/or hospitalizations:____________________________________________________________ 
 
_________________________________________________________________________________________________________ 
 
Are you currently being treated for any of the following? 
Diabetes   Y / N Heart Disease   Y / N Stroke   Y / N 
High Blood Pressure         Y / N Arthritis Y / N Other ____________________

 
List any medications you are currently taking (include oral contraceptives, aspirin, etc.): 
 
________________________________    __________________________________   ____________________________________ 
 
________________________________    __________________________________   ____________________________________ 
 
Do you have allergies to medications? Y / N If yes, please list:_____________________________________
If female, are you currently pregnant? Y / N  

 
Eye History 
 

Disease/Condition   Disease/Condition   
Glaucoma Y / N  Halos Y / N  
Macular Degeneration Y / N  Light Sensitivity Y / N  
Cataracts Y / N  Redness Y / N  
Retinal Tear/Detachment Y / N  Itching Y / N  
Foreign Body Sensation Y / N  Burning Y / N  
Eye Pain Y / N  Dryness Y / N  
Blurred Vision Y / N  Sandy/gritty feeling Y / N  
Decreased Vision Y / N  Lazy Eye  Y / N  
Double Vision Y / N  Discharge Y / N  
Flashes of light Y / N  Crusting on Eyelid Y / N  
Floating dark spots Y / N  Drooping Eyelid Y / N  
Past Eye Surgeries? Y / N Type:_____________________________________ Date:___________________ 
Past Eye Injuries? Y / N Type:_____________________________________ Date:___________________ 
Other:___________________________________________________________________________________________________
 
Do you currently wear glasses? 

 
Y /N 

 
Contact lenses? 

 
Y / N 

 
Neither 

 
Family Medical History 
 

Relative Age Eye/Medical Disease 
Father ______ ______________________________________________________________________
Mother ______ ______________________________________________________________________
Siblings ______ ______________________________________________________________________
Children ______ ______________________________________________________________________
Other ______ ______________________________________________________________________

 
Social History 
 
Marital Status Circle one: Single         Married        Separated          Divorced      Widowed 
Do you smoke? Y / N If yes, type/amount per week:____________________________________________
Do you drink alcohol? Y / N If yes, type/amount per week:____________________________________________

 
 
 
 



 
 
 
 
 
Review of Systems 
 
Are you currently experiencing problems with any of the following? 
 
System                                                                  Explain/Medications 
Sudden weight gain or loss Y / N  

______________________________________________________
Chronic fever or chronic fatigue Y / N  

______________________________________________________
Heart 
(example: chest pain, angina, irregular heart beat) 

Y / N  
______________________________________________________

Respiratory 
(example: coughing, wheezing, shortness of breath,
asthma) 

Y / N  
______________________________________________________

Ear/Nose/Throat 
(example: sore throat, sinus problems, earache,  
hearing loss) 

Y / N  
______________________________________________________

Gastrointestinal 
(example: abdominal pain, heartburn, bowel problem
vomiting) 

Y / N  
______________________________________________________

Urinary 
(example: pain when urinating, blood in urine) 

Y / N  
______________________________________________________

Hematologic/Lymphatic 
(example: blood disorders, bruising, cuts heal slowly,
enlarged glands) 

Y / N  
______________________________________________________

Endocrine 
(example: thyroid problems) 

Y / N  
______________________________________________________

Integumentary 
(example: rashes, dry skin) 

Y / N  
______________________________________________________

Musculoskeletal 
(example: joint pain, stiffness or swelling, muscle pai

Y / N  
______________________________________________________

Neurological 
(example: numbness, headache, seizures, paralysis)

Y / N  
______________________________________________________

Psychiatric 
(example: depression, anxiety, insomnia, confusion)

Y / N  
______________________________________________________

Allergic/Immunologic 
(example: reaction to food or drugs, allergies, hay fev

Y / N  
______________________________________________________

 

 
Reviewed by Patient and changes as indicated:                                           Physicians Signature 
 
 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
Patient’s Signature: _______________________________________ 

 
__________________________ 

 
Date: ____/_____/_____

 
 


