
Medical History Questionnaire 
 

We are required to obtain the information requested on this form by Medicare and other insurances in order to obtain a complete medical history. 

 
Name:______________________________________      Date:__________________________ 

DOB:______________________      Do You Wear?  ⁯ Glasses ⁯ Contact Lenses 

Primary Care Physician:__________________________ Vision Insurance?   Y / N _____________________________ 

Last Medical Exam Date:______________________ Medical Insurance? Y/ N _____________________________ 

Review of Systems 

Please indicate any conditions or symptoms that apply to you. 
System   Yes No Not Sure              System   Yes  No Not Sure            
Cancer   ⁯ ⁯ ⁯                Joint/Bone/Muscle    
Ear/Nose/Throat         Rheumatoid Arthritis ⁯ ⁯ ⁯ 
   Allergies  ⁯ ⁯ ⁯        Osteoarthritis  ⁯ ⁯ ⁯ 
   Chronic Cough  ⁯ ⁯ ⁯  Lymph/Hematologic 
   Dry Mouth  ⁯ ⁯ ⁯     Anemia   ⁯ ⁯ ⁯ 
   Sinus Congestion  ⁯ ⁯ ⁯     AIDS/HIV  ⁯ ⁯ ⁯ 
Endocrine         Bleeding Disorder  ⁯ ⁯ ⁯ 
   Thyroid   ⁯ ⁯ ⁯     Vitamin Deficiency  ⁯ ⁯ ⁯ 
Eye       Neurological   
   Blurred Vision  ⁯ ⁯ ⁯     Bell’s palsy  ⁯ ⁯ ⁯ 
   Bumps/Swelling  ⁯ ⁯ ⁯     Epilepsy/Seizures  ⁯ ⁯ ⁯ 
   Burning   ⁯ ⁯ ⁯     Headache  ⁯ ⁯ ⁯ 
   Cataracts  ⁯ ⁯ ⁯     Migraine  ⁯ ⁯ ⁯ 
   Double Vision  ⁯ ⁯ ⁯     Multiple Sclerosis  ⁯ ⁯ ⁯ 
   Dryness   ⁯ ⁯ ⁯     Myasthenia Gravis  ⁯ ⁯ ⁯ 
   Flashes/Floaters  ⁯ ⁯ ⁯     Parkinson’s disease ⁯ ⁯ ⁯ 
   Glaucoma  ⁯ ⁯ ⁯  Psychiatric 
   Infection  ⁯ ⁯ ⁯     Anxiety   ⁯ ⁯ ⁯ 
   Loss of Vision  ⁯ ⁯ ⁯     Depression  ⁯ ⁯ ⁯ 
   Mucous/Watering  ⁯ ⁯ ⁯     Bipolar Disorder   ⁯ ⁯ ⁯ 
   Redness   ⁯ ⁯ ⁯     OCD   ⁯ ⁯ ⁯ 
   Retinal Disease  ⁯ ⁯ ⁯  Reproductive 
Gastrointestinal         Menopause  ⁯ ⁯ ⁯ 
   Crohn’s Disease  ⁯ ⁯ ⁯     Nursing/Pregnant  ⁯ ⁯ ⁯ 
   Hepatitis  ⁯ ⁯ ⁯  Respiratory 
   Ulcers   ⁯ ⁯ ⁯     Asthma   ⁯ ⁯ ⁯ 
Genitourinary         COPD   ⁯ ⁯ ⁯ 
   Chlamydia  ⁯ ⁯ ⁯     Emphysema  ⁯ ⁯ ⁯ 
   Gonorrhea  ⁯ ⁯ ⁯     Pneumonia  ⁯ ⁯ ⁯ 
   Kidney Disease  ⁯ ⁯ ⁯     Tuberculosis  ⁯ ⁯ ⁯  
   Syphilis   ⁯ ⁯ ⁯  Vascular 
Integument (Skin)        Diabetes   ⁯ ⁯ ⁯ 
   Dermatitis  ⁯ ⁯ ⁯     Heart Disease  ⁯ ⁯ ⁯ 
   Psoriasis  ⁯ ⁯ ⁯     High Blood Pressure ⁯ ⁯ ⁯ 
   Eczema   ⁯ ⁯ ⁯     High Cholesterol  ⁯ ⁯ ⁯ 
   Acne Rosacea  ⁯ ⁯ ⁯     Stroke/CVA  ⁯ ⁯ ⁯ 
 
 
Social History      Family History  Circle  any/all conditions in your immediate family. 
   Alcohol   ⁯ ⁯      High Blood Pressure Diabetes  Arthritis 
   Tobacco   ⁯ ⁯      Heart Disease  Stroke  Cancer 
   Illicit Drugs  ⁯ ⁯      Macular Degeneration Retinal Disease Glaucoma 
 
 
Medications      Allergies  
_____________________________________________________ _________________________________________________________ 

_____________________________________________________ _________________________________________________________ 

_____________________________________________________ Doctor’s Comments 

_____________________________________________________ _________________________________________________________ 

_____________________________________________________ _________________________________________________________    

________________________________________________ ___________________________________________________ 

________________________________________________ ___________________________________________________ 


