SHELBY EYECARE MEDICAL HISTORY QUESTIONNAIRE

Name: _______________________________________ Date of Birth: _____/_____/_____ Last Eye Exam: _____/_____/___

Primary Care Physician: _________________________ Address: __________________________ Phone: _______________

Referring/Specialty Dr.: _________________________ Address: __________________________ Phone: ________________

Do you wear glasses?
□ Yes
□ No
Do you wear contact lenses?
□ Yes
□ No

Reason for today's visit: ___________________________________________________________________________________
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Are you currently experiencing any of the following: (Please mark all that apply)

	
	Abnormal Head Position
	
	Dry Eyes
	
	Flashes of Light/Floaters
	
	Itchy Eyes/Lids

	
	
	
	
	
	
	
	

	
	Blurry/Decreased Vision
	
	Eye Injury
	
	Glare/Light Sensitivity
	
	Red Eye(s)

	
	
	
	
	
	
	
	

	
	Double Vision
	
	Eye Pain/Burning
	
	Growth/Bump in Lid
	
	Watery Eyes

	
	
	
	
	
	
	
	

	
	Droopy Lid
	
	Eye Misalignment
	
	Headaches
	
	Other _______________

	
	
	
	
	
	
	
	


Past Ocular History: (Please mark all that apply)

	
	NONE
	
	Cataract(s)
	
	Hyperopia (Farsightedness)
	
	Myopia (Nearsightedness)

	
	
	
	
	
	
	
	

	
	Amblyopia (Lazy Eye)
	
	Diabetic Retinopathy
	
	Iritis
	
	Optic Neuritis

	
	
	
	
	
	
	
	

	
	Aphakia
	
	Dry Eyes
	
	Keratoconus
	
	Retinal Detachment

	
	
	
	
	
	
	
	

	
	Astigmatism
	
	Glaucoma
	
	Macular Degeneration
	
	Other _______________

	
	
	
	
	
	
	
	


Ocular Surgeries: (Please mark all that apply)

	
	NONE
	
	Foreign Body Removal
	
	Retinal Laser
	
	Trabeculotomy/Ectomy

	
	
	
	
	
	
	
	

	
	Blepharoplasty
	
	LASIK/PRK/RK
	
	RD Repair
	
	Vitrectomy

	
	
	
	
	
	
	
	

	
	Cataract Surgery
	
	Ptosis Repair
	
	Strabismus Surgery
	
	Other ________________

	
	
	
	
	
	
	
	

	
	Corneal Transplant
	
	Punctal Plugs
	
	(Eye Muscle Surgery)
	
	Other ________________

	
	
	
	
	
	
	
	


Ocular Significant Illnesses/Conditions: (Please mark all that apply)

	
	NONE
	
	Diabetes
	
	Hypertension
	
	Parkinson's Disease

	
	
	
	
	
	
	
	

	
	Bell's Palsy
	
	Headache/Migraines
	
	Hyperthyroidism
	
	Rheumatoid Arthritis

	
	Bleeding Disorder
	
	Hepatitis  A  B  C
	
	Lupus
	
	Sjogren's Syndrome

	
	Brain Tumor
	
	Herpes Simplex
	
	Meningitis
	
	Stroke/TIA

	
	Cancer
	
	Histoplasmosis
	
	Myasthenia Gravis
	
	Syphilis

	
	Chicken Pox/Shingles
	
	HIV+/AIDS
	
	Multiple Sclerosis
	
	Other _______________


Other Past Medical Illnesses/Surgical Procedures: (Please mark all that apply)

	
	NONE
	
	Depression
	
	Hypothyroidism
	
	Osteoarthritis

	
	Anemia
	
	Eczema
	
	Irregular Heart Beat
	
	Polymyalgia

	
	Asthma
	
	Hearing Loss
	
	Kidney Disease
	
	Psychiatric Disorder

	
	CHF
	
	Heart Attack
	
	Lung Disease
	
	Seizures

	
	COPD/Emphysema
	
	High Cholesterol
	
	MRSA
	
	Skin Cancer


Family History: (Please mark all that apply)

	
	Blindness
	
	Eye Turn
	
	High Cholesterol
	
	Migraines

	
	Cancer
	
	Glaucoma
	
	Hyperthyroidism
	
	Retinal Detachment

	
	Cataracts
	
	Heart Disease
	
	Lazy Eye (Amblyopia)
	
	Strabismus

	
	Diabetes
	
	High Blood Pressure
	
	Macular Degeneration
	
	Stroke


Please continue on the back side of this page →

11122014

SHELBY EYECARE MEDICAL HISTORY QUESTIONNAIRE

[image: image2.jpg]



Allergies: (Please list known drug/environment/food allergies you have)

	
	Latex
	Other: _______________________________________________________________________

	
	Penicillin
	_____________________________________________________________________________


Systemic Medications: (Please list all OTC/supplements/prescription medications you take, including

strengths/dosages)

Please see list provided (Please provide list on separate page)

List: ______________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

Ocular Medications: (Please list all eye medications you take including strengths/dosages)

General Surgeries/Operations: (Please include dates performed and request separate page if necessary)

Social History: (This information is kept strictly confidential)

	
	
	
	
	

	Do you drive?
	□ Yes
	□ No
	If yes, do you have visual difficulty when driving?  □ Yes  □ No

	Do you use tobacco products?
	□ Yes  □ No
	Do you drink alcohol?
	□ Yes  □ No


_________________________________________________________________
____________________________________

Patient Signature
Date
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