
[bookmark: _GoBack]Medical History Questionnaire 
Name: ___________________________________________________	                                                              Date: ________________
Birth Date: ___/___/___ Previous Eye Doctor/Location: _____________________ Medical Doctor/Location: ___________________

Patient Medical History (Please check all that apply)
· Anxiety			
· Arthritis  
· Asthma
· Irregular Heartbeat (A-Fib)
· Bone Marrow Transplantation
· Benign Prostate Hyperplasia
· Breast Cancer
· Colon Cancer
· Lung Disease (COPD)
· Coronary Artery Disease 
· Depression
· Diabetes
· Kidney Disease
· Hearing Loss
· Gastric Reflux
· Hepatitis
· Hypertension
· HIV/AIDS
· High Cholesterol
· Thyroid Disease
· Leukemia
· Lung Cancer
· Lymphoma
· Prostate Cancer
· Radiation Therapy
· Seizures
· Stroke
· Other:___________________________________________________________________________________________________________________________________________________________________________________________________________
	
Please List Any Major Surgeries You Have Undergone In The Past On The Line Below: ______________________________________ ____________________________________________________________________________________________________________________________________________________________________________________________________

Pregnant and/or Nursing (circle one if applicable):  Yes  /  No

Pediatric History (Please fill out only if the patient is under five (5) years of age) 
Birth Weight: _____lbs                Premature (circle one)  Yes  /  No            If premature, how early was birth: ________weeks

Patient Ocular History (Please check all that apply)
· Itchy eyes
· Cataracts
· Contact Lenses
· Dry Eyes
· Glasses
· Glaucoma
· Macular Degeneration
· Retinal Detachment
· Strabismus/Crossed Eye


Please list any Previous Eye Surgeries you have undergone in the past: _____________________________________________
__________________________________________________________________________________________________

Medications (Please list any you take, including oral contraceptives, asprin, over-the-counter, and home remedies):
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies (Please list any including the type of reaction): ______________________________________________________________
__________________________________________________________________________________________________

Smoking (Please check one)          Never Smoked               Former Smoker               Current Smoker

Do You Drink Alcohol:  Yes  /  No     Amount of alcohol: ___________

Driving Status:  Do you drive during the Daytime?  Yes  /  No        Do you drive during the Nighttime?  Yes  /  No

Family Medical and Ocular History
· 
· Hypertension
· Diabetes
· Cancer
· Heart Disease
· Stroke
· Thyroid Disease
· Cholesterol (Hyper/Hypocholesterolemia)
· Glaucoma
· Macular Degeneration
· Cataracts
· Strabismus/Crossed Eyes
· HIV/AIDS


· Other:___________________________________________________________________________________________________________________________________________________________________________________________________________________
