Medical History Questionnaire

Name: Today’s Date:
Address: Phone/ Work Phone:
City: State Zip E-mail:

Birth Date: / / Social Security #: / /

Ethnicity (optional)

Medical History

Do you have any allergies to medications? Qno Qyes Ifyes. exp a

List any medications you take (including oral contraceptives, aspirin, an

List any of the following that you have had: crossed eyes, |
retinal disease, cataracts, eye infection or eye injury:




Social History

Doyoudrive? Qno Qyes Ifyes, do you have visual

Do you use tobacco products? Qno Qyes

Ifyes, type
Do you drink alcohol?

Uno Qyes Ifyes, type/an
If yes, ty

Do you use illegal drugs? Uno QOyes

Review of Systems ) A
Do you currently, or have you ever had any problems in the follc
System

Constitutional

Fever, Weight Loss / Gain
Integumentary
Neurological

Headaches

Migraines

Seizures

Loss of Vision




