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PATIENT INFORMATION 
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HEALTH HISTORY 
 
Family Practitioner_______________________________________________________________   Date of last visit________________________________ 
 
Circle “Yes” or “No” to indicate if you have had any of the following.  Circle “Yes” or “No” under family members to indicate if a blood relative has had any of the 
following. 

Yourself  Family Members    Yourself    Yourself  
Blindness    Yes  No  Yes  No  Weight Gain  Yes  No Diarrhea   Yes  No 
Cataract    Yes  No  Yes  No  Skin Problems  Yes  No Constipation  Yes  No 
Crossed Eyes   Yes  No  Yes  No  Headaches  Yes  No  Kidney/Bladder  Yes  No 
Glaucoma   Yes  No  Yes  No  Migraines   Yes  No Heart Pain  Yes  No 
 Macular Degeneration  Yes  No  Yes  No  Seizures   Yes  No Muscle Pain  Yes  No 
 Retinal Detachment  Yes  No  Yes  No  Thyroid   Yes  No Joint Pain   Yes  No 
 Retinal Disease   Yes  No  Yes  No  Allergies/Hay Fever  Yes  No Anemia    Yes  No 
 Arthritis    Yes  No  Yes  No  Sinus Congestion  Yes  No Bleeding Problems   Yes  No 
 Cancer    Yes  No  Yes  No  Runny Nose  Yes  No Fever   Yes  No 
 Diabetes    Yes  No  Yes  No  Dry Throat/Mouth  Yes  No Psychiatric  Yes  No 
  Heart Disease   Yes  No  Yes  No  Asthma   Yes  No Chronic Bronchitis  Yes  No  
 High Blood Pressure  Yes  No  Yes  No  Emphysema  Yes  No Vascular Disease  Yes  No 
 Kidney Disease   Yes  No  Yes  No  Other____________________________________________________   
 Lupus    Yes  No  Yes  No   
Thyroid Disease   Yes  No  Yes  No  Are you pregnant?____________      Number of children______________
         Tobacco use             Yes       No          Alcohol use              Yes       No       
   

 
EYE HEALTH HISTORY 

Circle “Yes” or “No” to indicate if you currently have or ever had any of the following:     
           

Blurred Vision – Distance ‘ Yes  ‘ No     Floaters or Spots ‘ Yes  ‘ No     Bloodshot Eyes ‘ Yes  ‘ No     Watering Eyes ‘ Yes  ‘ No 
Blurred Vision - Near ‘ Yes  ‘ No     Vision Poor  ‘ Yes  ‘ No     Burning Eye         ‘Yes  ‘ No     Itching Eyes ‘ Yes  ‘ No 
Light Sensitive  ‘ Yes  ‘ No     Fainting Spells, Blackouts‘ Yes  ‘ No      Color Vision, Poor ‘ Yes  ‘ No     Loss of Vision ‘ Yes  ‘ No 
Crossed Eyes  ‘ Yes  ‘ No     Discharge from Eyes ‘ Yes  ‘ No      Dizzy Spells ‘ Yes  ‘ No     Red Eyes ‘ Yes  ‘ No 
Double Vision  ‘ Yes  ‘ No     Seeing Halos  ‘ Yes  ‘ No      Dry Eyes  ‘ Yes  ‘ No     Seeing Flashes‘ Yes  ‘ No 
Eye Infection  ‘ Yes  ‘ No     Temporary Loss of Vision‘ Yes  ‘ No     Eye Injury  ‘ Yes  ‘ No     Twitching Eyelid‘Yes  ‘No 
Eye Strain  ‘ Yes  ‘ No     Night Vision, Poor ‘ Yes  ‘ No 

 
 
        
Medications 
List medications you are currently taking including eye drops:  ______________________________________________________________ 
            
_________________________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________________________ 
 
Allergies 
List any allergies to medications or other substances:  ______________________________________________________________________ 
 
_________________________________________________________________________________________________________________ 
 
  
           
 
     Signature of Responsible Party__________________________________________ Date _________________________________   
  
 
    Physician’s Signature _________________________________________________ Date __________________________________ 
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