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Medical History Questionnaire (989) 773-2020
Name of Patient: Date of Birth: Date of Last Eye Exam:
Address: City State Zip
Phone: {Home) (Work) (Cell)
SS#: Qccupation: Email:
Spouse: Kids/Siblings:
Name of Medical Dr: Are you pregnant?0] Y ON If yes, how many months?
Who referred you to our office? (You may choose to discuss social history privately with the Dr.)
What is the main purpose of this visit? Do you use tobacco products? OYON

S e iy Do you drink alcohol? OYON
- Have you had any substance abuse treatment? JY O N

Any problems with your present contacts or glasses?

- FAMILY HISTORY
- Problem No | Yes Relationship
Blindness
Have you ever worn or are you wearing contacts? 0Y [ON Cataracts
Are you interested in contact lenses? OYON Glaucoma
Diabetes
Heart Disease
Problem No | Yes Comments Macular Degeneration
Allergies Other
Anemia DO YOU EXPERIENCE
Arthritis Y|N Y |N
Cancer Burning Spots in vision
Cataract Itching Soreness
Cholesterol Uncomfortable glasses Sudden loss of vision
Depression Nausea Flashes
Diabetes Sensitivity to light Watery eyes
Eve Diseases Headaches Fainting or dizziness
Glaucoma X Tearing Redness
Heart Blurry distance vision Eve strain
High Blood Pressure Gritty feeling Reading problems
Kidney Dryness Double vision
Lazy Eye Blurry near vision Glare
Neurological Floaters Trouble seeing at night
Respiratory Uncomfortable contact Trouble reading or
Sinus lenses learning at work,
Skin school or activity
Stomach HOBBIES
Stroke Aerobics Gymnastics Skating
Thyroid Archery Hockey Snowmobiling
Weight Loss Arts & Crafts Home Improvement Snow Skiing
Other Baseball Horseback Riding Soccer
Other Basketball Hunting Swimming
Medications What For? Bicycling Jet Skiing Tennis
Boating/Sailing Lacrosse Track & Field
Bowling Mountain Climbing Volleyball
Camping Music Walking
Computers Racquetball Water Skiing
Cycling Reading Weight Lifting
Dancing Rollerblading Windsurfing
Fishing Running Woodworking
Football Scuba Diving Writing
Gardening Snorkeling Other:
Allergies to Medications Golf
Have you had any eye surgery or injury requiring surgery?
OYON ,If yes, describe:




