
 

Patient History Questionnaire DATE:__________________________ 
First Name: __________________________  Last Name: _________________________________ 
Address: ______________________________City: _________________ State:_____ZIP:________ 
Home Phone: ________________________ Work/Cell Phone: _____________________________ 
Occupation: _________________________ Email: _______________________________________ 
Date of Birth ____/____/______ Gender: F  /   M    Parent/Guardian: ________________________ 
What is the main reason for your eye examination today? 
__________________________________________________________________________________
__________________________________________________________________________________
Note to Patient: Only check those items you are experiencing or think you might be. You do not have to check “No.” 

 



 

 


