
Medical History Questionnaire 

 

Patient Name: _____________________________________________ Today’s Date _____/_____/____ 

 

Medical History 

Do you have any allergies to medications? ⁭ No  ⁭ Yes  If yes, explain:__________________________ 

List any medications you take (include birth control, aspirin, over the counter) 

 ______________________________________________________________________________ 

 ______________________________________________________________________________ 

Are you pregnant and/or nursing?            ⁭ No  ⁭ Yes 

Family History 

Please note any family history (parent, grandparents, siblings, children for the following conditions: 

 Disease/Condition      No     Yes    ?                      Relationship to You 

 Blindness       ⁭       ⁭ ⁭      ___________________________________ 

 Glaucoma       ⁭       ⁭ ⁭      ___________________________________ 

 Macular Degeneration      ⁭       ⁭       ⁭      ___________________________________ 

 Retinal Detachment      ⁭       ⁭       ⁭      ___________________________________ 

 Cancer        ⁭       ⁭       ⁭      ___________________________________ 

 Diabetes       ⁭       ⁭       ⁭      ___________________________________ 

 Heart Disease       ⁭       ⁭       ⁭      ___________________________________ 

Social History 

 Do you drive?       ⁭       ⁭  

 Do you use tobacco products?    ⁭       ⁭ 

 Do you drink alcohol?                ⁭       ⁭ 

 Do you use illegal drugs?           ⁭       ⁭ 

Review of Systems 

Do you currently, or have you ever had any problems in the following areas: 

 

SYSTEM                   No     Yes    ?                                                            No   Yes    ?    
CONSTITUTIONAL      EAR, NOSE, MOUTH THROAT 

 Fever, Weight Loss/Gain             ⁭        ⁭      ⁭  Allergies                        ⁭      ⁭     ⁭  

INTEGUMENTARY  (SKIN)                      ⁭        ⁭      ⁭  Sinus Congestion          ⁭      ⁭     ⁭    

NEUROLOGICAL       Chronic Cough              ⁭      ⁭     ⁭  

 Headaches                                    ⁭        ⁭       ⁭  Dry Throat/Mouth         ⁭      ⁭     ⁭  

 Seizures                                        ⁭        ⁭       ⁭  RESPIRATORY 

EYES         Asthma                          ⁭      ⁭     ⁭ 

 Blurred Vision                              ⁭        ⁭      ⁭   Emphysema                   ⁭      ⁭     ⁭ 

 Double Vision           ⁭        ⁭      ⁭  VASCULAR 

 Dryness                               ⁭        ⁭      ⁭   Diabetes                         ⁭      ⁭    ⁭   

 Redness               ⁭        ⁭      ⁭   High Blood Pressure      ⁭      ⁭    ⁭  

 Itching                                           ⁭        ⁭      ⁭  Heart Pain                  ⁭      ⁭    ⁭  

 Flashes/Floaters                            ⁭        ⁭      ⁭ GASTROINTESTINAL 

 Tired Eyes                                     ⁭        ⁭      ⁭   Diarrhea                         ⁭      ⁭    ⁭ 

ENDOCRINE        Constipation                   ⁭      ⁭    ⁭ 

 Thyroid/Other Glands                   ⁭        ⁭      ⁭  JOINTS/MUSCLES 

PSYCHIATRIC                                ⁭        ⁭      ⁭   Rheumatoid Arthritis     ⁭      ⁭     ⁭ 

ALLERGIC                                           ⁭        ⁭      ⁭  Muscle Pain                   ⁭      ⁭     ⁭ 

LYMPHATIC        Joint Pain                       ⁭      ⁭     ⁭  

 Anemia                                          ⁭        ⁭      ⁭  

 Bleeding Problems                        ⁭        ⁭      ⁭  


