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Medical History Questionnaire 
 

Name _______________________________________________ Today’s Date ____________________ 
 
What is the main reason for today’s exam? __________________________________________________ 

Approximately when was your last eye exam? _______________________________________________ 

Do you have any allergies to medications?  Yes  No 

If yes, explain:  _______________________________________________________________________ 

List any medications you take (including aspirin, over the counter medications & home remedies), and 

state reason for taking the medication: 

1)__________________ 

2)__________________ 

3)__________________ 

4)__________________  

Reason_______________

Reason_______________

Reason_______________ 

Reason_______________  

5)__________________ 

6)__________________ 

7)__________________ 

8)__________________  

Reason _______________ 

Reason _______________ 

Reason _______________ 

Reason _______________ 
 
Primary Care doctor: ______________________________________________ Phone: _______________ 

Ophthalmologist or referring doctor (if any): ____________________________ Phone: _______________ 

List major injuries and prior surgeries you have had: 

_____________________________________________________________________________________ 

Are you pregnant and/or nursing ?  Yes  No 

Do you wear glasses (check all that apply): None  Reading Distance         Computer        

      Safety  Sports  Bifocals Trifocals Progressives (no-line) 
 

Do you wear contact lenses? None  Rigid  Soft Lenses/Disposables   

  Extended Wear   Are they comfortable?  Yes  No   

Type/Brand: __________________________________________________________________________    

If using disposable lenses, how often do you discard them? (ex: dispose every 2 weeks): ________________________ 

What duration of time are contacts worn? (ex: Mon-Fri from 6:30am – 7:00pm):  _____________________________ 
 
SSOOCCIIAALL  HHIISSTTOORRYY    

         

Hobbies / Interests: _____________________________________________________________________ 

Do you drive?  Yes  No 

If yes, do you have visual difficulty when driving? (please specify): 

_____________________________________________________________________________________ 

Do you use tobacco products?  Yes  No 

If yes, type/amount/how long: ____________________________________________________________ 

Do you drink alcohol?   Yes  No 

If yes, type/amount/how long: ____________________________________________________________ 

Do you use illegal drugs?  Yes  No 

If yes, type/amount/how long: ____________________________________________________________ 

 

GGEENNEERRAALL  HHEEAALLTTHH  CCOONNDDIITTIIOONN 
  
Do you have or ever had any problems in the following areas? 

AIDS/HIV  Yes No 

Allergies/Hay Fever  Yes No 

 

Heart disease  Yes No 

High Blood Pressure  Yes No 

Continued… 
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Asthma Yes  No  

Thyroid Condition Yes  No 

Cholesterol Yes No 

Stroke Yes No

Cancer  Yes No 

Headaches  Yes No 

Migraines  Yes No 

Seizures  Yes  No 

Diabetes   Yes  No 

Arthritis  Yes No 
  
EEYYEE  HHIISSTTOORRYY  

  

Loss of Vision Yes No 

Blurred Vision Distance Yes No 

Blurred Vision Near Yes No 

Loss of Side Vision Yes No 

Double Vision Yes No 

Dryness Yes No 

Mucous Discharge Yes No 

Redness Yes No 

Sandy or Gritty Feeling Yes No 

Itching Yes No 

Burning Yes No 

Excess Tearing/Watering Yes No 

Glare/Light Sensitivity Yes No 

Eye Pain or Soreness  Yes No 

Chronic Infection of Eye or Lid  Yes No 

Sties or Chalazion  Yes No 

Flashes/Floaters in Vision  Yes No 

Tired Eyes  Yes No 

Cataracts  Yes No 

Retinal Detachment  Yes No 

Macular Degeneraton  Yes No

  
FFAAMMIILLYY  HHIISSTTOORRYY  

 

To the best of your knowledge, please note any family history (parents, grandparents, siblings, children) 

for the following conditions: 
 
Condition     Relationship to You 

Amblyopia (Lazy Eye) Yes No  ________________________________ 

Blindness Yes No  ________________________________ 

Color Blindness Yes No  ________________________________ 

Glaucoma Yes No  ________________________________ 

Macular Degeneration Yes No  ________________________________ 

Strabismus (eye turn) Yes No  ________________________________ 

Retinal Detachment Yes No  ________________________________ 

Diabetes Yes No  ________________________________ 

High Blood Pressure Yes No  ________________________________ 

Cholesterol Yes No  ________________________________ 

Lupus Yes No  ________________________________ 

Thyroid Disease Yes No  ________________________________ 

Cancer Yes No  ________________________________ 

     If yes, state type of cancer:   ____________________________________________________ 

 

Thank you for your confidence 


	Name: 
	Todays Date: 
	What is the main reason for todays exam: 
	Approximately when was your last eye exam: 
	If yes explain: 
	1: 
	Reason: 
	2: 
	Reason_2: 
	3: 
	Reason_3: 
	4: 
	Reason_4: 
	5: 
	Reason_5: 
	6: 
	Reason_6: 
	7: 
	Reason_7: 
	8: 
	Reason_8: 
	Primary Care doctor: 
	Phone: 
	Ophthalmologist or referring doctor if any: 
	Phone_2: 
	TypeBrand: 
	If using disposable lenses how often do you discard them ex dispose every 2 weeks: 
	What duration of time are contacts worn ex MonFri from 630am  700pm: 
	Hobbies  Interests: 
	If yes typeamounthow long: 
	If yes typeamounthow long_2: 
	If yes typeamounthow long_3: 
	If yes state type of cancer: 
	Injuries and prior surgeries: 
	10: Off
	11: Off
	12: Off
	13: Off
	14: Off
	15: Off
	16: Off
	17: Off
	18: Off
	19: Off
	20: Off
	21: Off
	23: Off
	24: Off
	25: Off
	26: Off
	27: Off
	28: Off
	22: Off
	29: Off
	30: Off
	Visual difficulty when driving?: 
	31: Off
	32: Off
	33: Off
	34: Off
	35: Off
	36: Off
	37: Off
	38: Off
	39: Off
	40: Off
	41: Off
	42: Off
	43: Off
	44: Off
	45: Off
	46: Off
	47: Off
	48: Off
	49: Off
	50: Off
	51: Off
	52: Off
	53: Off
	54: Off
	55: Off
	56: Off
	57: Off
	58: Off
	59: Off
	60: Off
	61: Off
	62: Off
	63: Off
	64: Off
	65: Off
	66: Off
	67: Off
	68: Off
	69: Off
	70: Off
	71: Off
	72: Off
	73: Off
	74: Off
	75: Off
	76: Off
	77: Off
	78: Off
	79: Off
	80: Off
	81: Off
	82: Off
	83: Off
	84: Off
	85: Off
	86: Off
	87: Off
	88: Off
	89: Off
	90: Off
	91: Off
	92: Off
	93: Off
	94: Off
	95: Off
	96: Off
	97: Off
	98: Off
	99: Off
	100: Off
	101: Off
	102: Off
	103: Off
	104: Off
	105: Off
	Amblyopia: 
	Blindness: 
	Color Blindness: 
	Glaucoma: 
	MD: 
	Strabismus: 
	Retinal Detachment: 
	106: Off
	107: Off
	108: Off
	109: Off
	110: Off
	111: Off
	112: Off
	113: Off
	114: Off
	115: Off
	116: Off
	117: Off
	118: Off
	119: Off
	120: Off
	121: Off
	122: Off
	123: Off
	124: Off
	125: Off
	126: Off
	127: Off
	128: Off
	129: Off
	130: Off
	Diabetes: 
	High Blood Pressure: 
	Cholesterol: 
	Lupus: 
	Thyroid Disease: 
	Cancer: 
	119a: Off


