
HEALTH INFORMATION                                        
PATIENT NAME: ___________________________________________________________ DATE: _____________ 

  First    Middle Initial  Last 

MAIN REASON FOR YOUR VISIT TODAY: (Check one or more) 
     Routine exam/     Unclear Distant Vision/     Unclear Near Vision/     Eye Irritation/     New Glasses/     New Contacts/  
     Contact Lens Rx renewal/     Other (Describe) ________________________________________________________ 
LIST OR DESCRIBE SYMPTOMS RELATED TO REASON FOR VISIT: __________________________________________ 
_______________________________________________________________________________________________ 

YOUR EYES HISTORY:  

Please mark yes (Y) below if any of these currently apply to you or no (N) if they do not. 

    Y,      N  Blurred vision   Y,      N  Floaters   Y,      N  Eye Irritation Y,      N  Eye infections   

    Y,      N  Double vision  Y,      N  Burning or Stinging Y,      N  Itchy Eyes Y,      N  Redness 

    Y,      N  Flashes of light   Y,      N  Tired Eyes  Y,      N  Feels like something in my eye  

Please mark yes (Y) below if you have or had any of the following or no (N) if you never had any of these. 

    Y,      N  Did an eye doctor ever tell you that the pressure in your eye was higher than normal. 

    Y,      N  Glaucoma   Y,     N  Eye injury (ies)  Y,      N  Blindness     Y,      N  Dry Eyes   

    Y,      N  Cataracts    Y,     N  Retinal Disease  Y,      N  Crossed eyes    Y,      N  Motion Sickness 

    Y,      N  Macular degeneration  Y,     N  Retinal detachment/tear  Y,      N  Lazy eye or eyelid    Y,      N  Eye Surgeries 

    Y,      N  Adopted If Yes, and you have had no access to your "Family Medical History" skip to "Social History" below. 

YOUR FAMILY MEDICAL HISTORY: 

Please mark yes (Y) below if anyone in your family has a history of any of the following or no (N) if they do not. 

    Y,      N  Corneal Dystrophies (ie Keratoconus) If Yes, please list their relation to you__________________________________  

    Y,      N  Glaucoma    If Yes, please list their relation to you__________________________________  

    Y,      N  Cataracts (under age 60)   If Yes, please list their relation to you__________________________________  

    Y,      N  Diabetes    If Yes, please list their relation to you__________________________________  

    Y,      N  Macular degeneration   If Yes, please list their relation to you__________________________________  

    Y,      N  Retinal detachment / tear / disease If Yes, please list their relation to you__________________________________  

    Y,      N  Blindness    If Yes, please list their relation to you__________________________________ 

    Y,      N  Crossed eyes    If Yes, please list their relation to you__________________________________  

    Y,      N  Amblyopia     If Yes, please list their relation to you__________________________________  

    Y,      N  Cancer     If Yes, please list their relation to you__________________________________ 

    Y,      N  Heart Disease    If Yes, please list their relation to you_________________________________ 

    Y,      N  High Blood Pressure   If Yes, please list their relation to you __________________________________ 

    Y,      N  Thyroid Disease    If Yes, please list their relation to you__________________________________ 

    Y,      N  Arthritis    If Yes, please list their relation to you__________________________________ 

    Y,      N  Lupus     If Yes, please list their relation to you__________________________________  

    Y,      N  Kidney Disease    If Yes, please list their relation to you__________________________________  

  

SOCIAL HISTORY: 
Current occupation: __________________________ Hobbies/Interest: _______________________________ 

Do you use tobacco now?   Y,      N If yes, Average daily amount : _____cig/day 

Have you used tobacco in the past?  Y,      N How many years did you use? ___________ 

Often drink more than 2-3 drinks per day Y,      N If yes, average daily amount: ____________ 

How many hours a day do you spend viewing a computer monitor?  

 While doing computer work, how far is your monitor from yours eyes?  inches (please measure) 
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    Thank you for assisting us in taking better care of your needs.    
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Name of your family physician: __________________________________________  Phone: _________________ 

 

YOUR HEALTH HISTORY:  

Please mark yes (Y) below if you currently have any of the following or no (N) if you do not. 
ALLERGY / IMMUNOLOGY:  GASTROINTESTINAL:   MUSCULOSKELETAL:  
    Y,      N  Allergies / Hayfever      Y,      N  Nausea / Vomiting        Y,      N  Polymyalgia Rheumatica  
    Y,      N  Rheumatoid Arthritis      Y,      N  Heartburn or Hiatal hernia       Y,      N  Lupus  
    Y,      N  Lupus        Y,      N  Ulcers or bleeding        Y,      N  Osteoporosis  
CARDIOVASCULAR:       Y,      N  Diarrhea or Constipation        Y,      N  Rheumatoid Arthritis  
    Y,      N  Heart Pain (angina)  GENITOURINARY:         Y,      N  Osteoarthritis 
    Y,      N  Rapid or irregular heart beat     Y,      N  Frequent  urination  NEUROLOGICAL:   
    Y,      N  High blood pressure      Y,      N  Frequent night urination        Y,      N  Frequent headaches  
    Y,      N  Valve disease       Y,      N  Kidney problems        Y,      N  Migraines  
    Y,      N  Coronary artery disease      Y,      N  Pregnant or Nursing  NOW       Y,      N  Dizziness or fainting  
CONSTITUTIONAL / GENERAL:  HEMATOLOGIC/LYMPHATIC        Y,      N  Numbness or tingling  
    Y,      N  Fever within last month      Y,      N  Enlarged lymph glands/ nodes       Y,      N  Seizures, convulsions, epilepsy 
    Y,      N  Chronic fatigue       Y,      N  Bleeding disorder        Y,      N  Blacked-out / lost consciousness 
    Y,      N  Significant weight loss      Y,      N  Anemia         Y,      N  Stroke or TIA  
    Y,      N  Trauma       Y,      N  High cholesterol   PSYCHIATRIC 
EARS, NOSE, MOUTH, THROAT:      Y,      N  HIV/AIDS         Y,      N  Anxiety  
    Y,      N  Hearing loss       Y,      N  Leukemia or blood cancer       Y,      N  Memory loss  
    Y,      N  Ringing in ears       Y,      N  Sickle Cell Disease        Y,      N  Depression  
    Y,      N  Sinus problems / congestion     Y,      N  Accident related large loss of blood    Y,      N  Mental illness  
    Y,      N  Frequent cold sores  SKIN:     RESPIRATORY:    
    Y,      N  Dry throat or mouth      Y,      N  Skin Rashes, Dermatitis        Y,      N  Asthma / Emphysema  
ENDOCRINE:        Y,      N  Acne Rosacea         Y,      N  Tuberculosis  
    Y,      N  Diabetes  Type 1 or Type 2     Y,      N  Psoriasis         Y,      N  Chronic Bronchitis  
    Y,      N  Hyper / Hypo Thyroid Disease     Y,      N  Basal cell, Squamous, Melanoma       Y,      N  Sleep Apnea  
    Y,      N  Hormonal Replacement Therapy  
 LIST ALL MAJOR ILLNESSES, INJURIES AND SURGERIES 
 
Problem or Procedure    Year  Physician 
1.___________________________________ ____  _______________________________________ 
2.___________________________________ ____  _______________________________________ 
3.___________________________________ ____  _______________________________________ 
 
CURRENT MEDICATIONS AND SUPPLEMENTS AND EYE DROPS: 
 Name    Size (dose)    How Often 
1.______________________________    ______________________________    ______________________________ 
2.______________________________    ______________________________    ______________________________ 
3.______________________________    ______________________________    ______________________________ 
3.______________________________    ______________________________    ______________________________ 
 
ALLERGIES/SENSITIVITY TO ANY MEDICATIONS OR SUBSTANCES 
 
1.______________________________    2.______________________________    3.______________________________ 

 

Do you now wear contacts?   If yes, are they   

If you wear contact lenses, please list your contact lens prescription below: 

Right eye Base Curve ____ Power______ Cylinder______ Axis______ Diameter______ Name__________ 

Left eye Base Curve ____ Power______ Cylinder______ Axis______ Diameter______ Name__________ 
                                                                                                  www.TotalEyecareCenter.net     

    Thank you for assisting us in taking better care of your needs.    
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