
 
MEDICAL HISTORY 

Date: __________ Name: ____________________________________  Chart Number: ______ 
 

Please circle 
EYE HISTORY 

YES or NO
 

 to the following questions.   Y= Yes N=No 

Y N 1) Have you had any eye surgery? If yes, please mark surgery below. 
 
         Right  Left 
   Glaucoma Surgery  Year______  ____  ____ 

 Cataract Surgery   Year______  ____  ____ 
 Retina Surgery  Year______  ____  ____  
 Laser Surgery  Year______  ____  ____ 
 Eyelid Surgery  Year______  ____  ____  
 Corneal Transplant  Year______  ____  ____  
 Lasik/PRK/RK/CK  Year______  ____  ____ 
 Eye Muscle Surgery Year______  ____  ____ 

   Other Eye Surgery________________________________________________________ 
 
Y N 2) Have you ever worn glasses?  
       If yes, how old are the glasses? ________________ 
Y N 3) Have you ever worn contact lenses? 
       If yes, were they: 
   Soft? _____ 
   Gas Permeable/Hard? ______ 
 
Please mark YES or NO 
 

if you are experiencing any of the following eye problems: 

Y N Dry eye     Y N Eye pain 
Y N Red eye     Y N Eye injury 
Y N Blurry vision     Y N Tearing 
Y N Headaches     Y N Itching eyes 
Y N Double vision     Y N Glare 
Y N Floaters or Spots    Y N Light sensitivity 
Y N Mucous or Drainage    Y N Stye or Lid Infection 
 
Please circle YES or NO
 

 if you have been diagnosed with any of the following eye conditions: 

Y N Glaucoma     Y N Cataract 
Y N Macular Degeneration    Y N Corneal Disease 
Y N Retinal Detachment    Y N Diabetic Eye Disease 
 
FAMILY HISTORY
Please mark 

  (Mother, Father, Grandparent, Sibling) 
YES or NO

Y N Glaucoma     Y N Cataract 
 if any blood relative have or had the following: 

Y N Macular Degeneration    Y N Retinal Detachment 
Y N Diabetes 
 
 
 



           

Please mark 
GENERAL MEDICAL INFORMATION 

YES or NO
 

 if you have been diagnosed with any of the following medical conditions: 

Y N Diabetes 
  If yes, how long? _______________  Insulin   Pills   Diet 
  Is your blood sugar level stable? ________________ 
Y N High blood pressure    
Y N Heart attack 
Y N Stroke      
Y N Kidney  Disorders (Failure, stones, etc.)  
Y N Ear/Nose/Throat Problems (Hearing, sinus, earache, dry mouth, etc.) 
Y N Bladder/Kidney/Genital (Urination, impotence, jaundice, etc.)   
Y N Muscle/Bone/Joints (Arthritis, stiffness, swelling, etc.)  
Y N Thyroid (Hypothyroid, hyperthyroid, etc.)    
Y N Skin Disorders (Warts, growths, rash, etc.) 
Y N Neurological Disorders (Stroke, seizures, headaches, etc.) 
Y N Psychiatric (Depression, anxiety, etc.) 
Y N Breathing (Asthma, COPD, Tuberculosis, etc.) 
Y N Blood/Lymphatic (Anemia, Hepatitis, HIV, bleeding, etc.) 
Y N Allergic/Immunologic (Swelling, hives, Lupus, etc.) 
 
FOR FEMALES: Pregnant   Y   N                If yes, How far along are you_____________ 
 
Please list all surgeries you have had: 
              
               
 
Are you allergic to any medications  Y⁭ N⁭ 
 
If YES, then please list:            
 
Are you allergic to:  Tape? Y N Iodine? Y N Latex? Y N 
 
  
 

Do you use tobacco products?  Y N 
SOCIAL HISTORY 

Do you drink alcohol?   Y N 
 

THANK YOU FOR COMPLETELY FILLING OUT THIS INFORMATION. 
_____________________________________________________________________________________ 
 
Technician’s Initials: _______Date:_______  Doctor’s Initials: _______Date:_______ 
    _______Date:_______    _______Date:_______  
    _______Date:_______    _______Date:_______ 
    _______Date:_______    _______Date:_______ 
 
    
 


