
Patient History Questionnaire

Name Today's date

Past History Date of last eye exam
List all major illnesses and injuries:

List any surgeries you have had:

List all medications you are currently taking:

Please list any medications you are allergic to:

Review of Systems Do you have any problems in the following areas? If so, please explain.

Constitutional Symptoms YES NO Explanation of Problem

Fever/Weight loss □ □
Eyes

Loss of vision □ □
Double vision □ □
Dryness □ □
Redness or Itching □ □
Glare/Light sensitivity □ □
Drooping eye lids □ □

Allergic/Immunologic
Seasonal allergies □ □

Ears, nose, mouth, throat
Dry throat/mouth □ □

Cardiac/Vascular □ □
Respiratory (lungs/breathing) □ □
Gastrointestinal (stomach/intestines) □ □
Musculoskeletal (muscles/joints) □ □
Integumentary (skin and/or breast) □ □
Neurological □ □
Psychiatric □ □
Endocrine (thyroid gland, etc.) □ □
Hematologic (blood/lymph nodes) □ □
Family History YES NO YES NO

Blindness □ □ Diabetes □ □
Glaucoma □ □ Migraine Headaches □ □

Social History

Current Occupation

YES NO

Do you drink alcohol? □ □ If YES, how often?
Do you smoke? □ □ If YES, how many packs a day?
Have you had a blood transfusion? □ □ If YES, when?
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