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Patient History Record

Name______________________________________________                                       Date___________________

Referred by _________________________________________                                       Age ___________________

Occupation__________________________________________

Please answer the following questions about your medical history.

1.    What is the nature of your medical problem?______________________________________________________

How long has this bothered you (days, weeks, months etc.)?_____________________________________________ 

How severe would you say the problem is (mild, moderate, severe)?_______________________________________ 

Is the problem present all of the time or at certain times of the day?________________________________________

Does the problem affect your vision?________________________________________________________________

Are there any associated symptoms (pain, redness, sinusitis etc.)?________________________________________ 

Do you have any other eye diseases (please list)?_____________________________________________________ 

Have you ever had eye surgery (please list)?_________________________________________________________

Please list any other medical problems (diabetes, high blood pressure, heart disease, sinusitis, etc.)._________________________________________________________________________________________

_____________________________________________________________________________________________

Please list any surgery you have had? ______________________________________________________________

_____________________________________________________________________________________________

Please list any medications you take (including over the counter medicines).________________________________ 

_____________________________________________________________________________________________

Are you allergic to any medications (please list)?______________________________________________________

Do you smoke (If yes, how much)? _________________________________________________________________

Is your complaint related to an injury? ______________________        Is this work related? ____________________

If related to an injury, what date did this occur? _______________________________________________________

Do any medical diseases or eye diseases run in your family (please list)?___________________________________ 

_____________________________________________________________________________________________

REVIEW OF SYSTEMS (Do you have any of the following problems?)            YES   NO

Chronic fever, unexpected weight loss/gain, fatigue?                                         ___   ___

Ear/Nose/Throat problems (hearing loss, sinus disease, sore throat)?              ___   ___

Heart Problems (chest pain, coronary artery disease, palpitations)?                 ___   ___ 

Respiratory Problems (shortness of breath, wheezing, coughing)?                   ___    ___

Gastrointestinal problems (diarrhea, vomiting, abdominal pain)?                      ___   ___ 

Urinary Problems (pain or discomfort, blood in urine)?                                      ___   ___

Skin problems (rash, dryness, infection)?                                                          ___   ___

Musculoskeletal problems (muscle aches, joint pain, swollen joints)?              ___   ___

Neurologic problems (numbness, weakness, headaches, paralysis)?              ___   ___

Psychiatric problems (depression, anxiety)?                                                     ___   ___

