


-w The Eye Care Group 
Medical Record# ________ _ 

PATIENT QUESTIONNAIRE 

MEDICAL INFORMATION 

NAME: __________________________________ __ 

DATE: ________________ _ 

(office use only) 

Please answer the following questions because problems elsewhere in the body 
may affect your eyes and vision. 

PAST HISTORY 

Do you have a history of any of the following? Please circle the appropriate answer. 
If uyes, .. please provide information. 

Cataract YES NO 

Glaucoma YES NO 

Macular Degeneration YES NO 

Arthritis YES NO 

Cancer YES NO 

Connective tissue disease YES NO 

Diabetes YES NO 

Heart disease YES NO 
(heart attack, heart surgery, etc.) 

Hepatitis YES NO 

High blood pressure YES NO 

Kidney disease YES NO 

Lung disease YES NO 
(asthma, emphysema, etc.) 

Stroke YES NO 

Thyroid disease YES NO 

Tuberculosis YES NO 

Other ............... ..... .. ............ 

Please list any operations, hospitalizations, and major injuries, including approximate 
dates: --------------------------------------------------------



Do you have any allergies to medications? 
If "yes," list medications: 

YES __ NO __ 

Please list the medications you take regularly, including all pills, eye drops, aspirin products, 
vitamins, and any herbal or homeopathic products. 

MEDICATION STRENGTH HOW MANY TIMES A DAY? 

Date, Initial Date, Initial 

UPDATED MEDICAL HISTORY UPDATED MEDICATION LIST 

Reviewed Condition Reviewed Change D/C'd 
ROSIPMH Change Resolved Meds. 

Do you smoke? YES NO If you smoke, how many packs per day? __ 
How long have you smoked? _____ _ 
If you don't smoke now, have you smoked in the past? YES NO __ 
How many years? __ 
How many packs per day? When did you stop? _____ _ 

Do you drink alcohol? YES NO __ 
If "yes," how much do you drink each day? _______ _ 
Have your drinking habits changed over the years? YES NO __ 

SOCIAL HISTORY 

Current occupation (or former, if retired) 
Do you drive? YES NO __ 
Do you live alone? YES NO __ 



Name: 

REVIEW OF SYSTEMS 

Do you currently have any problems in the following areas? 
Please circle the appropriate response. 

Do ~ou wear contact lenses? YES NO 

EYES 
Loss of vision YES NO Itching YES NO 
Blurred vision YES NO Burning YES NO 
Distorted vision YES NO Excess tearing YES NO 
Mucous discharge YES NO Light sensitivity YES NO 
Redness YES NO Eye pain YES NO 

Floater and/or Flashes of light YES NO 

CONSTITUTIONAL SYMPTOMS 
Fever YES NO Fatigue YES NO 
Weight Loss YES NO 

EARINOSE.MOUTHITHROAT SKIN 
Difficulty hearing YES NO Rash YES NO 

CARDIOVASCULAR 
Angina or chest pain YES NO Rapid or irregular heartbeat YES NO 

PSYCHIATRIC 
·Depression YES NO Anxiety YES NO 

GASTROINTESTINAL ENDOCRINE 
Stomach ulcer YES NO Excessive Thirst YES NO 
Diarrhea YES NO Heat Intolerance YES NO 

Frequency of Urination YES NO 

GENITOURINARY 
Venereal disease YES NO 
Are you pregnant? YES NO If yes, due date 

NEUROLOGICAL 
Seizures YES NO Dizziness YES NO 
Migraine YES NO Difficulty swallowing YES NO 
Headaches YES NO Speech problems YES NO 
Weakness of arms/legs YES NO Numbness YES NO 

DRUG USE YES NO AIDS/HIV YES NO 

RESPIRATORY HEMATOLOGICAL/LYMPHATIC 
Chronic cough YES NO Anemia YES NO 
Shortness of breath YES NO 

MUSCULOSKELETAL 
Muscle pain YES NO 
Joint pain YES NO 

Do you have any medical problems or symptoms we have not asked you about? 
YES NO If 'Yes," please provide information. 



Do you have any blood relatives with any of the following conditions? 
Please circle YES or NO. If "yes," list the relationship to you. 

Disease Relationship to Patient 

Cataract YES NO 

Glaucoma YES NO 

Macular degeneration YES NO 

Retinal detachment YES NO 

Retinitis Pigmentosa YES NO 

Blindness YES NO 

Cancer YES NO 

Diabetes YES NO 

Heart disease YES NO 

High blood pressure YES NO 

Kidney disease YES NO 

Stroke YES NO 

Other ... ............................... 

Information Reviewed By: 

Initials: Date: · Initials: 

All joformation on this form is confidential. 
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