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Medical History                    Name: ______________________________________________                  Date: ________ 
 
 Address: ____________________________________________  DOB: __________ 
 
 Form

 

 

Chief Complaint: Medical 
Please briefly describe any signs and or symptoms you are experiencing.  
 

History of Present Illness: 
 
Location Which eye has the problem? Right Left Both 
Quality  Does the problem cause vision loss or blur?  Loss    Blur 
Context Did the problem occur suddenly or gradually?  Sudden Gradual 
Severity How severe is the problem?  Mild Moderate Severe 
Modifying Factors Is it worse at any specific distance?  Near Far Both 
Duration How long does the problem last?  Intermittent Constant 
Interval How long has the problem been occurring?  Short term Long term 
Associated Symptoms  Are there associated symptoms?  No Headache Nausea 
Previous Interventions  Does anything help the problem?  No Yes If yes, please explain: 
 
Current Medications, Please list:       

Past, Family and/or Social History: 
 
Is there anything in your past history, family history or social history which would help us care for you? Please explain:               Do You ? 
                             Y N 
Past History (illness, operations, injuries, medications, treatments) {  } Y {  } N     Smoke          □ □ 
Please explain:       If Y how much 
    Drink Alcohol     □  □ 
    If Y how much 
    Recreational Drugs □  □ 
Allergies:    
 
Do you or any family member have a history of the following:              S – Self               FM – Family Member 
  
 Y N S FM   Y N S FM Y N S FM 
Eyes     Cardiovascular  
Blindness  □ □ □ □ Heart pain □ □ □ □ Muscle pain □ □ □ □  
Loss of vision □ □ □ □  High blood pressure □ □ □ □  Joint pain □ □ □ □ 
Distorted vision □ □ □ □  Vascular disease □ □ □ □  Neurological □ □ □ □  
Blurred vision □ □ □ □  Ears, Nose, Mouth, Throat  Headaches □ □ □ □ 
Double vision □ □ □ □  Allergies/Hay Fever □ □ □ □  Migraines □ □ □ □ 
Cataracts □ □ □ □  Sinus problems □ □ □ □  Seizures □ □ □ □ 
Crossed eyes □ □ □ □  Chronic cough □ □ □ □  Psychiatric 
Flashes/Floaters □ □ □ □  Dry throat/Mouth □ □ □ □  Nervous disorders □ □ □ □ 
Dry eyes □ □ □ □  Chronic ear infections □ □ □ □  Depression □ □ □ □ 
Tearing □ □ □ □  Endocrine  Compulsive acts □ □ □ □ 
Mucous discharge □ □ □ □  Diabetes □ □ □ □  Respiratory 
Burning/Itching □ □ □ □  Thyroid problems □ □ □ □  Shortness of breath □ □ □ □ 
Eye pain/Soreness □ □ □ □  Other glands □ □ □ □  Emphysema □ □ □ □ 
Glare/Light sensitive □ □ □ □  Gastrointestinal  Lung cancer □ □ □ □ 
Chronic eye infections □ □ □ □  Ulcers □ □ □ □   
Red eyes □ □ □ □  Genitourinary       
Halos □ □ □ □  Kidneys □ □ □ □ 
Vision Therapy □ □ □ □  Bladder □ □ □ □ 
Eye surgery □ □ □ □  Hematologic/Lymphatic 
Eye injury □ □ □ □  Anemia □ □ □ □ 
Retinal detachment □ □ □ □  Bleeding problems □ □ □ □ 
Glaucoma □ □ □ □  Swelling □ □ □ □ 
Allergic/Immunologic     Integumentary 
Hay fever □ □ □ □  Skin Cancer □ □ □ □ 
Medicine allergies □ □ □ □  Breast Cancer □ □ □ □ 
Constitutional Symptoms      Musculskeletal      Review by: ________________________ 
Fever □ □ □ □  Arthritis □ □ □ □   
Weight loss □ □ □ □  Rheumatoid □ □ □ □  Date:  ________________________ 

Have you ever been exposed to or 
infected with: 
Gonorrhea {  } Y {  } N 
Hepatitis {  } Y {  } N
HIV {  } Y {  } N 
Syphilis {  } Y {  } N 

When was your last eye examination?  ____________ Have you previously worn Contact Lenses?  Y N 
Are you a previous patient of this office? Y         N Have you previously worn glasses   Y N 
Are you interested in Contact Lenses? Y N  Are you interested in Lasik surgery or CRT lenses? Y N 


