
Medical History Questionnaire 
PLEASE FILL OUT BOTH SIDES 

PLEASE USE YOUR LEGAL NAME AS IT APPEARS ON YOUR INSURANCE CARD 
 
Last Name: ______________________________First Name:________________________Middlle Initial:__________   

Billing Address:  __________________________________________  Phone:  _______________________ 

    ________________________________________________  Age:_____________ 

Birth Date: ____/____/____    Social Security #:   ____/____/____       Date of Last eye exam:___________ 

Employment:_____________________________________________  Work phone:___________________ 

Spouse’s name:___________________________________________  Employment:___________________ 

If Minor, Parent’s name:____________________________________ 

Insurance Information: 

Company:_______________________________________________  ID #___________________________ 

SIGNATURE OF RESPONSIBLE PARTY:_________________________________________DATE:_____________ 

Medical  History  

Do you have any allergies to medications? �no �yes If yes, explain:_______________________________ 

______________________________________________________________________________________________ 

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

______________________________________________________________________________________________ 

List any of the following that you have had:  crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal  

disease, cataracts, eye infections or eye injury:  ________________________________________________________  

Are you pregnant and / or nursing? �no      �yes 
Do you wear glasses?  �no �yes If yes, how old is your present pair of lenses?_______________ 
Do you wear contact lenses? �no �yes If yes, how old is your present pair of lenses?_______________ 
Type of contact lenses: �Rigid �Soft �Extended Wear  �Other Are they comfortable  �yes  �no 

 
Social History This information is kept strictly confidential.  However, you may discuss this portion directly with the doctor if you prefer. 

   �Yes, I would prefer to discuss my Social History information directly with my doctor. (Check box) 
 

Do you drive? �no �yes if yes, do you have visual difficulty when driving? �no �yes If yes, please describe: 
_____________________________________________________________________________________________________ 

Do you use tobacco products? �no �yes If yes, type/amount/how long: _________________________________ 

Do you drink alcohol? �no �yes If yes, type/amount/how long:  ________________________________________ 

Do you use illegal drugs? �no �yes If yes, type/amount/how long: ________________________________________ 

Have you ever been exposed to or infected with: �Gonorrhea �Hepatitis �HIV �Syphilis 

 

Medical Doctors name:_______________________________________________Phone:______________________________ 

Date of last exam:________________________General Health:________________Date of last tetanus shot:______________ 

 
Family History 
Please note any family history (parents, grandparents, siblings, children; living or deceased) for the following conditions: 



 
 DISEASE/CONDITION  NO YES ? RELATIONSHIP TO YOU 
   
 Blindness   � � � ____________________________________________ 
 Cataract   � � � ____________________________________________ 
 Crossed Eyes   � � � ____________________________________________ 
 Glaucoma   � � � ____________________________________________ 
 Macular Degeneration  � � � ____________________________________________ 
 Retinal Detachment/Disease � � � ____________________________________________ 
 Arthritis   � � � ____________________________________________ 
 Cancer    � � � ____________________________________________ 
 Diabetes   � � � ____________________________________________ 
  Heart Disease   � � � ____________________________________________ 
 High Blood Pressure  � � � ____________________________________________ 
 Kidney Disease   � � � ____________________________________________ 
 Lupus    � � � ____________________________________________ 
 Thyroid Disease   � � � ____________________________________________ 
 Other ______________________ � � � ____________________________________________ 
 

Review of Systems 
Do you currently, or have you ever had any problems in the following areas: 
 
SYSTEM   NO YES ?     NO YES ? 
CONSTITUTIONAL     EARS,NOSE,MOUTH,THROAT 
 Fever, Weight Loss/Gain � � �  Allergies / Hay Fever � � � 

INTEGUMENTARY (Skin) � � �  Sinus Congestion  � � � 

NEUROLOGICAL      Runny Nose  � � � 

 Headaches  � � �  Post-Nasal Drip  � � � 

 Migraines  � � �  Chronic Cough  � � � 

 Seizures   � � �  Dry Throat / Mouth � � � 

PSYCHIATRIC  � � � RESPIRATORY 
ENDOCRINE  � � �  Asthma   � � � 

 Thyroid / Other Glands � � �  Chronic Bronchitis � � � 

GENITOURINARY  � � �  Emphysema  � � � 

 Genitals/Kidney/Bladder � � � VASCULAR / CARDIOVASCULAR 
BONES / JOINTS / MUSCLES     Diabetes   � � � 

 Rheumatoid Arthritis � � �  Heart Pain  � � � 

 Muscle Pain  � � �  High Blood Pressure � � � 

 Joint Pain  � � �  Vascular Disease  � � � 

LYMPHATIC / HEMATOLOGIC    GASTROINTESTINAL 
 Anemia   � � �  Diarrhea   � � � 

 Bleeding Problems � � �  Constipation  � � � 

ALLERGIC / IMMUNOLOGIC� � � 

 
I UNDERSTAND AND WILL BE RESPONSIBLE FOR ALL CHARGES NOT COVERED BY MY INSURANCE.  
 
SIGNATURE OF RESPONSIBLE PARTY:           DATE:     
 
HIPPA PRIVACY POLICY INFORMATION:   
 
A COPY OF ABBEY EYE CARE’S NOTICE OF PRIVACY PRACTICES IS AVAILABLE FOR YOUR REVIEW, OR IF YOU WISH 

A COPY CAN BE MADE FOR YOU.  PLEASE SIGN BELOW TO ACKNOWLEDGE THAT YOU HAVE BEEN MADE AWARE 
OF THE PRIVACY POLCY. 

 
SIGNATURE        MINOR’S NAME        

 
 


