Medical History Questionnaire                
	Patients Name: 


	Date of Birth:
	Todays Date: 

	Address:                                          

       
	Guardian (if applicable)                                     
	Insurance 􀁓 yes 􀁓 no

Name of Ins:

​​​​​​​​

___________________________

Primary Card Holders Name:

___________________________

Primary Card Holders DOB:

___________________________

ID:

___________________________

Group:

___________________________

Primary Card Holder Social Security



	City:                                State:                  Zip:

 
	Occupation:
	

	Home Phone: ___________________________

Work Phone:  ___________________________

Cell Phone:     ___________________________
	Employer:
	

	
	Primary Card holders 

Address and Phone Number if different:
	

	Email address: ___________________________

Last Eye Exam:       /      /      .     

Last Medical Exam:       /      /      .         
I heard about the office from ___________________
	_____________________

_____________________


	

	Medical History

	Do you have any allergies to medications? 􀁓 no 􀁓 yes If yes, explain:

Please list any medical conditions the patient has: 􀁓 none

_________________________________________________________________________________________________
_________________________________________________________________________________________________


	Please list any eye conditions/ injuries/ surgeries / problems the patient has:   􀁓 none

__________________________________________________________________________________________________



	List any medications the patient takes (including oral contraceptives, aspirin, and over the counter medications):



	IF you are female, are you pregnant and/or nursing?  

􀁓 no 􀁓 yes  If yes, how many months:


	Hospitalizations 􀁓 no 􀁓 yes                       Major Surgeries 􀁓 no 􀁓 yes                  Major Medical Injury 􀁓 no 􀁓 yes
Please explain:



	Do you use tobacco products? 

􀁓 no                 􀁓 no, but I quit  ______ months / years ago. I smoked ______ packs a day/month

􀁓 yes, I smoke _____ packs a day/month

	Do you or have you used alcoholic beverages? 
􀁓 no     􀁓 yes:  􀁓 1 or more drink a day, 􀁓 1 per week/month, 􀁓 < 1 drink per month


	Do you or have you used illegal drugs? 􀁓 no 􀁓 yes,  If yes, please explain:



	Do you wear glasses?   

􀁓 no 􀁓 yes              If yes, how old is your present pair of lenses?

	Do you wear contact lenses? 􀁓 no 􀁓 yes                   Are you currently interested in contacts?  􀁓 no 􀁓 yes 

If you wear contacts:

Type of contact lenses: 􀁓 Hard 􀁓 Soft        Are they comfortable? 􀁓 yes 􀁓 no

What is the name, brand, or power of the contact lenses, if known?____________________________________________

How old is your current pair of lenses?____________________________

I throw my lenses away 􀁓 Daily 􀁓 2-3 weeks 􀁓 Monthly 􀁓 When they feel bad

Do you sleep in your lenses 􀁓 yes 􀁓 no. How often? _________________

What solution do you use? 􀁓 Optifree 􀁓 Renu 􀁓 Complete 􀁓 Biotrue 􀁓 Clearcare 􀁓 Generic

Any previous complications or allergies to contact lenses or solutions?  

The evaluation for contacts has an associated evaluation fee that is not refundable. This evaluation is needed if a prescription for contact lenses is obtained even when no parameters are changed from what patient may already be in. Please review contact lens sheet for details. 

	Family History

	Please list any family medical conditions/ and who has it :   􀁓 none

__________________________________________________________________________________________________



	Please list any family eye conditions/ and who has it :   􀁓 none

__________________________________________________________________________________________________

	Internal Exam Options: 

I understand that the doctors of this practice recommend the Optomap or dilation to more thoroughly evaluate the internal health of my eyes. Without the evaluation of the retina, serious eye disease which can result in blindness, loss of an eye or even death could be present and may not be seen by the doctor. I agree to indemnify, hold harmless, and waive and release from any and all claims, legal actions and attorney fees, which may arise as a result of my failure to complete the complete retinal exam. I also understand that if my medical history warrants retinal evaluation, the doctor has the authority to insist in order to proceed with the exam. Early detection for most retinal conditions is crucial. 
Please choose one

	Do you wish to be imaged with Optomap: 􀁓 yes 􀁓 no.  

The Optomap is a retinal camera that digitally images the   

back of the eye. When choosing this option the doctor will go through the retinal image with the patient and/or guardian to evaluate the internal health. The digital images also serve as a baseline based on date done for comparison if any conditions arise in the future. 
The fee for this imaging is $110 discounted to 40$ when not covered by insurance. 

Do you wish to be dilated: 􀁓 yes 􀁓 no
I am aware that the dilation may cause the inability to focus things at near and sometimes distance, enlarged pupils, light sensitivity, nausea, and other minor side effects which should resolve within 4-5 hours after instillation of the drops. Due to natural variations between people dilation may last shorter or longer than expected times. 
The fee for ophthalmoscopy is $110, discounted to 20$ when not covered by insurance. 


	While providing services to you, we use, receive and store health information that is personalized and identifies you. It is often necessary to release this information in order to treat you, and to obtain payment for our services. The Notice of Privacy Practices you have been given describes the use and disclosure in detail. I acknowledge that I have received the Notice of Privacy Practices from this practice.

____________________________________________    ______________    _______________________

             Signature  (Patient or Representative)                               Date              Relationship to the patient



	I would you like to be reminded for my next annual exam at  _____________________________ Email.


