
PATIENT QUESTIONNAIRE 

NAME:                                                                                 D.O.B.:                                            
                                   

Medical history review: 
MEDICATION Used for:  MEDICATION Used for: 

     

     

     

     

     

     
 

I am allergic to:__________________________________________________________ 
 

System  No Comments 

Central Nervous System/Skeletal 

 

  

Cardiovascular 

 

 

  

Gastrointestinal 

 

  

Hematologic 

 

  

Autoimmune Disorders 

 

 

  

Miscellaneous 

 

       

Enlarged Prostate      Mersa  HIV  Other 

  

FAMILY OCULAR HISTORY   

Glaucoma    Cataracts   Retinal  detachment  

Macular Degeneration  Diabetic     

  

          Have you ever been diagnosed with cancer?    
 

          Do you wear a hearing aid?   
 

                              Recent surgeries:_____________________________________________________________ 

Social history review: 
        Smoking:     
           Alcohol:  Number of drink(s)_______________ per_____________ 
 

 

Primary care physician:_______________________________Phone #_________________________ 
 

INFORMATION OBTAINED FROM:   
 

SIGNATURE:______________________________________________ DATE:___________________ 
 

Emergency Contact:________________________________________ Phone:_____________________ 
 

 

 


