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PATIENT HISTORY QUESTIONAIRE



PLEASE ANSWER THESE HISTORY QUESTIONS AS BEST AS YOU CAN AND BRING THEM TO OUR OFFICE.
PATIENT NAME: ______________________________ DATE: ________________________________


DATE OF BIRTH: ______________________________ AGE: _________________________________
1.  When was your last complete eye/vision exam? (This should be yearly)     ____________________

Location?    ________________________       Doctor’s Name ___________________________________ 

Telephone# ________________________

2.  What are your Vision concerns for this examination?

___________________________________________________________________________________

___________________________________________________________________________________


___________________________________________________________________________________



3.  Do you or someone in your family have a history of diabetes or Glaucoma?
 
· If so, list which condition(s) and what blood relation they are to you? 
__________________________________________________________________________

      __________________________________________________________________________
4.  Do you see double? _________________If so, please describe. ____________________________

___________________________________________________________________________________

___________________________________________________________________________________

5.  Any injuries or operations on your eyes? If so, please describe. 
 ___________________________________________________________________________________
 ___________________________________________________________________________________


6.  How much computer work do you do on an average day? _______________________________ Hrs
· What type of computer is being used (Desktop, Laptop, and Tablet etc)? 
__________________________________________________________________________


7.  If you are taking any medications please list them and explain what they are used for.

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

8.  Do you have any Allergies or Sensitivities to any drugs? If so, please list them. 

_____________________________________________________________________________________

· Foods: ___________________________________________________________________________


​​​​​​​​​​​​​​​​​​​​​​​​​​​___________________________________________________________________________

· Hay fever: ___________________________________________________________________________

​​​​​​​​​​​​​​​___________________________________________________________________________


· Others/Allergies, Sensitivities: ___________________________________________________________________________


___________________________________________________________________________
9.  Any bowel or elimination problems? If so, please describe. 

_____________________________________________________________________________________
_____________________________________________________________________________________



10.  Do you see rings or halos around lights? Please circle:    Yes     No
· Spots or “Floaters” of any concern?   Please circle:    Yes     No


· Flashes of lights such as “lightening streaks” or as if someone was turning a flash light on and off without a weather related storm happening?    Please circle:    Yes     No
11.  How many glasses (8oz. size) of water do you consume throughout an average day? ___________

· Do you add lemon or lime to the water?    Please circle:      Yes          No

12.  How many hours of restful Actual sleep time do you get on an average night?  _____________Hrs


· Do you wake up much at night?  Please circle:      Yes          No

· If so, how many times approximately and the reason for wakening?  Ex. (bathroom, mind “racing”, pain, etc.) __________________________________________________________

13.  Concerning your general eating, and nutrition habits, please describe your diet and what % of all 
you eat is organic in nature, pesticide/herbicide/fungicide free etc. __________________________% 

______________________________________________________________________________________

______________________________________________________________________________________

______________________________________________________________________________________
14. Do you subscribe to any general dietary pattern of such as Vegan, Vegetarian, Lacto-Vegetarian, 
Macrobiotic, Standard American Diet (SAD DIET) etc.? _____________________________________

___________________________________________________________________________________


___________________________________________________________________________________


15.  Do you take any supplements? (Vitamin/Minerals, Homeopathic, Herbals etc.) If so, please list.

_____________________________________________________________________________________

_____________________________________________________________________________________


_____________________________________________________________________________________

_____________________________________________________________________________________
16.  Are you currently undergoing any treatments for addressing current health issues, enhancements, 
treatments, etc. (ex. Medical, Dental, Chiropractic, Energy Healing, Occupational Therapy, Massage, Physical Therapy, Holistic treatments etc.)? ____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

PLEASE BRING ALL OPTICAL DEVICES (CONTACTS, GLASSES, ETC.) THAT YOU CURRENTLY USE AND THEIR PRESCRIPTIONS IF YOU HAVE THEM TO YOUR APPOINTMENT.
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