
 MEDICAL HISTORY QUESTIONNAIRE        (please see backside) 

        Today’s Date: ___________________ 

Name: _____________________________________________ Home Phone: __________________ 
Address: ____________________________________________ Work Phone: __________________ 
      ____________________________________________ Cell Phone: ____________________ 
DOB: ____________ Birth State: _______ Preferred Contact: Email __Cell __Text __ Home Phone__ 
Patient’s Employer: __________________________________ Occupation: ___________________ 
SS#_____________________ Email: ___________________________________________________ 
Spouse: ___________________________________________  Spouse’s DOB: _________________ 

If Dependent Please Fill in the Next Section: 

Mother’s Name: __________________________ DOB: ________ Home Phone: ______________ 
Mother’s Employer: ______________________________________ Cell #: ____________________ 
Father’s Name: __________________________ DOB: ________ Home Phone: ______________ 
Father’s Employer: _______________________________________ Cell #: ____________________ 
Emergency Contact:______________________________________ Contact #: _________________  

POA: __________________________________________________ POA Contact #: _____________ 

I understand the above insurance release and payment policy. 

Signature: ________________________________________________________________ Date: ____________________________ 

MEDICAL HISTORY: 
Name of Medical Dr.: _____________________________________________  Phone _______________________ 
Date of Last Medical Exam:_________________________________   

Do you have any allergies to medications?  YES___ NO ___   If YES, explain: _________________________________ 
_______________________________________________________________________________________________ 

List any medications you take (including oral contraceptives, aspirin, over the counter & home remedies): 
_______________________________________________________________________________________________
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 

List all major injuries, surgeries and/or hospitalizations you have had: ______________________________________ 
_______________________________________________________________________________________________
_______________________________________________________________________________________________ 

Date of Last Eye Exam: ______________________________________ 
List any ocular (eye) surgeries, trauma or significant infections you have had: ________________________________ 
_______________________________________________________________________________________________ 

Do you wear glasses: __________ If yes, how old is your present pair of lenses? ______________________________ 
Do you wear contact lenses? ___________ If yes, how old is your present pair of lenses? ______________________ 
Contact Lenses: Rigid ___Soft ___ Extended Wear___ Are they comfortable?  Yes___   No___ Pairs left: __________ 

PLEASE FILL OUT THE BACK SIDE OF THIS FORM!! 

FAMILY EYE CARE CENTER PAYMENT POLICY & INSURANCE RELEASE: Please read this document carefully & sign to assure us you understand our 
insurance release & payment policy. This document will become a part of your permanent record at the Family Eye Care Center. All services are to be 
paid for in full at the time they are received (unless charges are being filed to an insurance plan we participate in). Any charges not paid by said 
insurance will become your full responsibility. All insurance copays are to be paid at the time of service. All materials are to be paid IN FULL at the time 
they are ordered.      


