Name:

Medical History Questionnaire
Southtowns Eye Center

Do you have any allergies to medication?

[ ho known drug allergies

Name

DYes (list below)
What type of reaction did you have?

Which eye medications do you currently take?

|:|None

Medication Name

[Artificial tears
How many times per day?

at bedtime

Which Eye

at bedtime

at bedtime

at bedtime

at bedtime

Current Medications
Medication Name

DNone

How many times per day?

at bedtime

Amount

at bedtime

at bedtime

at bedtime

at bedtime

at bedtime

at bedtime

at bedtime

at bedtime

at bedtime

Do you smoke?
Previous smoker?
Do you use alcohol?

Contact lenses?

[ yes
[ yes quit?
[dyes

Oyes

Cno

[Jno
[CIno

I:an

If yes, how many hours/day do you wear them?

Have you ever had any of these eye problems?

[Jcataract
[Jiritis

[JFloaters

[JEye turnin/ out

[JEye injury

[JGlaucoma

[ Retinal Detachment
[[]Macular Degeneration
[IPoor vision even with glasses

Other:

If you have glaucoma:

In what year was the diagnosis first made?
Month and year of your last visual field:

Previous Eye Doctor:

Todays Date:

Please list any eye surgeries you have had?

D None

Type of Surgery Eye Month/Year

Has your mother, father, sister, brother, grandparents, aunts
or uncles had any of the diseases listed below? Type which of
them has on the line.
[IGlaucoma
DCataracts

DMacuIar Degeneration
Ciritis

|:|Eye turnin / out
DFIoaters
Cpoor vision even with glasses
[Retinal detachment

Cliaser for:
DEye surgery:

Have you ever had any of these conditions:

CJ None [l Irregular heart beat
CJAnemia CJ Kidney problems
O Anxiety O Lupus

O Arthritis I Migraines

O crohn’s COms

[ Depression CParkinson’s

[ Diabetes I Psoriasis

LI Emphysema LIRheumatoid arthritis
JGERD [CJRosacea

I Headaches [ISeasonal allergies
[J Hearing loss [ Seizures

[J Heart disease O Sinusitis

I High cholesterol CJ stroke

CHypertension CIThyroid disease
O cancer:

other:

List any other surgeries that you have had:

[ None

Type of Surgery Month/Year
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