
                     
                    MEDICAL HISTORY QUESTIONNAIRE  

  
REVIEW OF SYSTEMS 

Do you PRESENTLY have any problems in the following areas?  If “YES,” mark the box and give an 
explanation: 

EXPLANATION OF PROBLEM 
Eyes    

Loss of vision                                         
Blurred vision    
Distorted vision (halos)    
Loss of side vision    
Double vision    
Dryness    
Mucous discharge    
Redness    
Sandy or gritty feeling    
Itching    
Burning    
Foreign body sensation    
Excess tearing and/or watering    
Occasional tearing    
Glare / light sensitivity    
Eye pain and/or soreness    
Chronic infection of eye or lid    
Sties, chalazion    
Fluctuating visual acuity    
Tired eyes    

Ears, nose, mouth, throat    
Cardiovascular (heart / blood vessels)    
Respiratory (lungs / breathing)    
Gastrointestinal (stomach / intestines)    
Genitourinary (genitals / kidney / bladder)    
Musculoskeletal    
Integument (skin / breast)    
Neurological    
Psychiatric    
Endocrine    
Hematological / Lymphatics    
Seasonal allergies    
NONE OF THE ABOVE APPLY    

 

Name:   Birth Date:   

Name of Primary Care Physician:   Phone:  

Address:  

initiator:kceye@swbell.net;wfState:distributed;wfType:email;workflowId:c9b21f983808034486d3b2474beac3d0



 
PAST HISTORY 
List any medications you take:  
IF YOU TAKE MULTIPLE MEDICATIONS, PLEASE BRING A LIST  

  
List all major illnesses and injuries you have had in the past:  
 
  
List any surgeries you have had in the past:  
 
  
Do you have allergies to any medications?                                    YES                          NO 
If YES, list medications:  
 
 
FAMILY HISTORY 
Diseases 
 
Has anyone in your family had any of the following?  If “YES,” mark the box and give an explanation: 
Blindness    
Cataract    
Glaucoma    
Macular degeneration    
Retinal detachment    
Arthritis    
Cancer    
Diabetes    
Heart Attacks    
High blood pressure    
Other    
NONE OF THE ABOVE APPLY    

 
SOCIAL HISTORY 
Current occupation:  
      
Do you drive?  YES   NO 
Do you have visual difficulty when driving?  YES   NO 
Do you have a problem with night vision?  YES   NO 
Have you ever tried to wear contacts?  YES   NO 
Do you currently wear glasses?  YES   NO 
If YES, how long have you had the current pair?  
Do you drink alcohol?  YES   NO 
If YES, how many glasses a day?  
Do you smoke?  YES   NO 
If YES, how many packs a day 
and for how long?  

 
 

Reviewed by ______________________________ Date ___________________________ 
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