Medical History Questionnaire                                                                      Date ___________
Name  _________________________________ Birthday ____/____/____         Social Security Number _______________________

Address ________________________________________________    City _____________________ ST _____ Zip _____________

Home Phone _____________ Work Phone ______________ Cell # _______________ EMAIL Address_______________________                

Preferred Contact: (check one) Home__     Cell __     Work__      Email__                        Employer ____________________________

Spouse/Parent Name __________________________ Spouse/Parent Birthday ___/____/____ Spouse/Parent SSN _______________

This information is used for insurance purposes.  If patient is a minor please list parent information.

How did you find out about our office? __________________________________________
Person to contact in case of an emergency __________________________Relation ____________ Phone number ______________

MEDICAL AND PAST HISTORY (if yes, please list)
List any medications you take:
______________________________________________________________________________

___________________________________________________________________________________________________________

List any surgeries you have had
______________________________________________________________________________

List any major illness or injuries _________________________________________________________________________________

Do you have allergies to any medications?
 Yes
 No
_________________________________________________________

OCULAR HISTORY

Do you currently wear contacts?

                                       Yes     No

Are you renewing your Contact lens prescription today?                      Yes     No

Are you planning on getting new glasses today?                                  Yes      No       only if there is a change in my Prescription   

Do you currently wear glasses?

 Yes
 No
If yes, how old is your current pair? ____________________________

Do you use a computer?


 Yes
 No     If yes, how many hours a day?  ________________________________

Who was your last eye doctor? ______________________       Date of last eye exam ______________________________________

FAMILY HISTORY
DISEASE



YES
NO
RELATIONSHIP TO PATIENT


Blindness




_________________________________________________________


Cataract





_________________________________________________________


Glaucoma




_________________________________________________________


Macular degeneration



_________________________________________________________


Retinal detachment



_________________________________________________________


Arthritis





_________________________________________________________


Cancer





_________________________________________________________


Heart attacks




_________________________________________________________


High blood pressure



_________________________________________________________


Kidney disease




_________________________________________________________


Stroke





_________________________________________________________


Thyroid disease




_________________________________________________________


Diabetes 




_________________________________________________________


Other





_________________________________________________________

SOCIAL HISTORY (This information is kept strictly confidential.)
Current occupation and hobbies:  _______________________________________________________________________________


Do you drink alcohol?


 Yes
 No


Do you smoke?



 Yes
 No



Have you ever had a blood transfusion?
 Yes
 No


Have you ever been exposed to HIV or 

other sexually transmitted disease?
 Yes
 No 

Do you use recreational or illicit drugs?
 Yes
 No

REVIEW OF SYSTEMS
Do you currently have any problems in the following areas?  If “yes”, provide information.






YES
NO





YES
NO


Constitutional Symptoms




Ears, nose, mouth, throat


Fever






Sinus congestion





Weight loss





Runny nose





Other






Postnasal drip




Eyes







Chronic cough





Loss of vision





Dry throat/mouth





Blurred vision




 Vascular/ Cardiovascular


Distorted vision (halos)




Diabetes






Loss of side vision




Heart/Chest Pain





Double vision





High Blood Pressure




Dryness






Vascular Disease





Mucous discharge



Respiratory (lungs/breathing)





Redness






Chronic bronchitis




Sandy or gritty feeling




Asthma






Itching






Emphysema






Burning





Gastrointestinal (stomach/intestines)



Foreign body sensation




Diarrhea






Excess tearing/watering




Constipation





                                                                                   
Genitourinary (genitals/kidney/bladder)




Glare/Light sensitivity



Musculoskeletal








Muscle pain





Eye pain or soreness




Joint pain





Chronic infection of eye or lid



Rheumatoid Arthritis






Sties, Chalazion




Integumentary (skin and/or breast)




Fluctuating visual acuity



Neurological






Tired eyes





Headaches





Psychiatric






Migraines




Endocrine






Seizures






Thyroid and other glands



Allergic/Immunologic




Hematologic/Lymphatic





Head allergy symptoms




Blood






Seasonal allergies





Lymph nodes





Hay fever symptoms





Swelling






If you answered YES to any of the above or have a condition not listed, please explain: _________________________________


__________________________________________________________________________________________

Please list any vision/eye problems you are having: _______________________________________________________________
__________________________________________________________________________________________________________

Digital Retinal Photography
We are excited to provide you with the highest quality eye health examination.  As a part of your examination, Dr. Ross likes to have photos taken of your retina. Like an X-ray taken at your dentist, these photos allow us to detect and monitor eye health conditions with yearly comparisons.  This is much more sensitive than chart notes.  
Because of the benefits, this technology will become a standard of care. However, insurances do not currently pay for this part of your exam.  There is a $20 charge for the photos.  For our patients not using insurance these photos are already included in the cost of the exam. 
Acknowledge of receipt

I acknowledge that I received a copy of Jeffry Ross, OD’s Notice of Privacy Practices.

Patient Name ____________________________________  Signature _______________________________________ Date _______
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