
Patient Health History 
 

Patient’s Name: ________________________________________  

Today’s Date: __________________________________________  
 

Primary Care Physicians  Date of Last Eye Exam  
  

Have you ever been diagnosed with any of the following? 

YES NO  YES NO  YES NO  

  Arthritis/Musculoskeletal Problems   High Blood Pressure   Stroke/other Neurological Disease 

  Asthma or Breathing Problems   HIV Infection or AIDS   Temporal Arteritis 

  Cancer   Kidney Disease   Thyroid Trouble 

  Cartoid Artery Disease   Migraines   Tuberculosis 

  Diabetes   Psychiatric Disorders   (Woman) Are you pregnant? 

  Gastrointestinal Disease/Ulcers   
Seizures, Convulsions, 

Fainting 
  Do you smoke? __ packs per day 

  Heart Disease   Skin Disease   
Do you consume alcohol?  

___ drinks per day 
 

If any of the above answers are YES, please explain:  

 

 

List Your Current Medications: 

 

 

List Any Medication Allergies: 

 

 

YOUR OCULAR HISTORY (Have you ever been diagnosed with any of the following?) 

YES NO  YES NO  YES NO  

  Cataracts   Floaters/Flashing Lights   Macular Degeneration 

  Cornea Disease   Double Vision   Retinal Disease 

  
Crossed Eyes/Lazy Eye 

(Amblyopia) 
  Glaucoma   Other Eye Disorders 

  Eye Infections   Iritis   Have you ever had eye surgery? 

        Have you ever had an eye injury? 
 

If any of the above answers are YES, please explain: 

 

 FAMILY HISTORY (Has anyone in your family (blood relative) had any of the following?) 

YES NO  YES NO  YES NO  

  Glaucoma   Cornea Disease   Retinal Disease 

  Cataracts   Macular Degeneration   Diabetes 

  Other   Crossed Eyes/Lazy Eye   High Blood Pressure 
 

If any of the above answers are YES, please explain: 

 

 

SURGERY HISTORY (Please indicate date and type of surgery) 

 

 
 

 

Verified by (Tech Signature): ______________________  O.D. Signature: ____________________________________  

 

Updated: _____/_____/_____ 


