All About Eyes Optometry
Patient History Questionnaire

First Name: MI: Last Name: DOB:
Major illnesses or injuries Currently taking medications For Eye drops
Surgeries Surgery Date Surgeon ** DRUG ALLERGIES**
YES NO
Please List Them
YOUR EYE SYMPTOMS YOUR MEDICAL HISTORY YOUR FAMILY HISTORY
Yes No Yes No Eye Diseases Yes No
Glaucoma Fever Glaucoma
Cataract Weight Loss Cataract
Macular degeneration Ears, nose, throat Macular degeneration
Retinal detachment High blood pressure Retinal detachment
Color blindness Respiratory (asthma) Color blindness
Blindness Gastrointestinal Blindness
Headaches Arthritis Lazy eye / Eye turn
Tired eye / Eye strain Skin Other:
Lazy eye / Eye turn Neurological Systemic Diseases Yes No
Burning Anxiety / Depression Arthritis
Dryness Diabetes Cancer
Excess tearing Thyroid Diabetes
Eye pain / Soreness Blood / Lymph Heart disease
Foreign body feeling Allergies / Hayfever High blood pressure
Infection of eye Cancer: Type: Kidney disease
ltching High cholesterol Lupus
Mucous discharge Other: Thyroid disease
Droopy eyelid YOUR SOCIAL HISTORY Other:
Redness Do you use: Yes No WOMEN ONLY
S?ndy or g.rit.tiness I\(r):;f:t(:) products Are you pregnant? e
Distorted vision How long: Today’s Date:
Double vision Alcohol
Floaters or spots Amount:
Fluctuating vision How long: Are you nursing?
Loss of vision lllegal drugs Today’s Date:
Amount:
Loss of side vision How long:

If you answered YES to any of the above or have a condition not listed, please explain & list medications:




	Other: 
	Last Name: 
	MI: 
	DOB: 
	First Name: 
	Illness 2: 
	Illness 3: 
	Illness 4: 
	Illness: 
	Medication: 
	Medication 2: 
	Medication 3: 
	Medication 4: 
	Surgery 1: 
	Surgery 2: 
	Surgery 3: 
	Eyedrops: 
	Eyedrops 2: 
	Eyedrops 3: 
	Eyedrops 4: 
	Surgery: 
	Surgery Date 2: 
	Surgery Date 3: 
	Surgery Date 4: 
	Surgery Date: 
	Surgeon 2: 
	Surgeon 3: 
	Surgeon 4: 
	For: 
	Surgeon: 
	Allergy: 
	Allergy 2: 
	Allergy 3: 
	Allergy 4: 
	For 2: 
	For 3: 
	For 4: 
	Amount: 
	Amount 2: 
	Amount 3: 
	Time: 
	Time 2: 
	Check Box1: Off
	Other_2: 
	Other_3: 
	Date 2: 
	Check Box2: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box3: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box15: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Time 3: 
	Check Box125: Off
	Check Box126: Off
	Date: 
	Type: 
	Notes4: 
	Notes5: 
	Notes3: 
	Notes: 
	Notes2: 


