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Patient Medical History Form

Name: ______________________________ Today’s Date: ______________ Date of Birth: _______________

	Do you currently have any of the following?
	 

	Check if condition is present in L/R eye.
	Left
	Right

	Loss of vision
	L  
	R  


	Blurred vision
	L  
	R  

	Loss of side vision
	L  
	R  

	Flashes of light
	L  
	R  

	Floating spots/threads
	L  
	R  

	Double vision
	L  
	R  

	Wavy lines
	L  
	R  

	Dry eyes
	L  
	R  

	Watery eyes
	L  
	R  

	Eye Redness
	L  
	R  

	Eye pain/discomfort
	L  
	R  

	Light sensitivity
	L  
	R  

	Color Blindness
	L  
	R  

	Night Blindness
	L  
	R  

	Itchy eyes
	L  
	R  

	Glare/halos
	L  
	R  

	Blind spot in vision
	L  
	R  

	Eye Injury/trauma
	L  
	R  

	Other:
	L  
	R  

	Do you currently have any of the following?
	 
	 

	Check if any symptoms are present.
	Yes
	No

	Fever, fatigue, night sweats
	Yes 
	No 

	Headaches, hearing loss
	Yes 
	No 

	Cough, wheezing, difficulty breathing
	Yes 
	No 

	Chest pains, palpitations
	Yes 
	No 

	Vomiting, diarrhea, constipation
	Yes 
	No 

	Blood/pain urinating
	Yes 
	No 

	Unusual rashes
	Yes 
	No 

	Cold/heat intolerance
	Yes 
	No 

	Dizziness
	Yes 
	No 

	Emotional disturbances
	Yes 
	No 

	Joint pain/swelling, weakness
	Yes 
	No 

	Bruising/bleeding
	Yes 
	No 

	Numbness/Tingling
	Yes 
	No 


Do you wear distance glasses?
Yes No 

Do you wear contact lens?
Yes No 

Do you have any food/drug allergies?       Yes No 
If yes, please list:

_________________________

_________________________

_________________________
Do you smoke?
Current Everyday 
Current Some Days (
Former ( Never ( 
How many packs of cigarettes per day? _________________

How many years have you smoked? _________________
Do you drink?

Yes No Formerly 
If  yes, how often? 
Rarely Occasionally 
Socially Frequently 


If applicable, are you pregnant or nursing? Please notify our staff if you are pregnant. 
Yes No 
 __________________________
        FOR OFFICE USE ONLY
Reviewed by: ______________
Date: __/__/__ Time: ________

Do you have any of the following?
	Eye Conditions
	
	
	Which eye and how was it treated?
	Date

	Glaucoma
	Yes 
	No 
	
	

	Cataracts
	Yes 
	No 
	
	

	Retinal Disease
	Yes 
	No 
	
	

	Corneal Disease/Dry Eye
	Yes 
	No 
	
	

	Macular Disease
	Yes 
	No 
	
	

	Lazy Eye
	Yes 
	No 
	
	

	Laser surgery
	Yes 
	No 
	
	

	Eye trauma
	Yes 
	No 
	
	


	Medical Conditions
	Yes
	No
	If yes, how was it treated?
	Date

	Diabetes
	Yes (
	No 
	
	

	 Type 1 ( Type 2 (  Controlled ( Uncontrolled (
Insulin Dependent?  Yes ( No ( / Type:   
	Endocrinologist:  Name:                                              Phone #:
Address:                                                  

	Heart Disease
	Yes 
	No 
	
	

	High Blood Pressure
	Yes 
	No 
	
	

	High Cholesterol
	Yes 
	No 
	
	

	Kidney Failure
	Yes 
	No 
	
	

	Liver Disease
	Yes 
	No 
	
	

	Stroke
	Yes 
	No 
	
	

	Anemia
	Yes 
	No 
	
	

	Thyroid Disease
	Yes 
	No 
	
	

	Asthma
	Yes 
	No 
	
	

	Emphysema
	Yes 
	No 
	
	

	Ulcer
	Yes 
	No 
	
	

	Bleeding Disorders
	Yes 
	No 
	
	

	Arthritis
	Yes 
	No 
	
	

	Seizures
	Yes 
	No 
	
	

	Shingles
	Yes 
	No 
	
	

	Pneumonia
	Yes 
	No 
	
	

	Tuberculosis
	Yes 
	No 
	
	

	Lupus/Other Auto-Immune Disease
	Yes 
	No 
	
	

	Cancer
	Yes 
	No 
	
	

	Other:
	Yes 
	No 
	
	


What medications are you currently taking?
	Eye Medications
	Dosage
	Frequency
	Eye Medications
	Dosage
	Frequency

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	Systemic Medications
	Dosage
	Frequency
	Systemic Medications
	Dosage
	Frequency

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


Patient Signature: ____________________________________________________ Date: _________________
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