
  ! Reviewed by doctor: ___________________ Date: ______________ 
 

M edica l  H i s to ry  Q ues t ionna i re  
L a f a y e t t e  O p t o m e t r i c  G r o u p  

                   

      Today’s Date: _____ / _____ / _____ 
Name: _________________________________________________________________________           Birth Date: _____ / _____ / _____ 
Guardian (If applicable): _________________________________________________________      Relationship: ____________________ 
 

Social History This information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer. 
Do you drive?        ! N ! Y  If yes, any visual concerns?: _________________________________________________ 
Do you use tobacco products?     ! N ! Y  If yes, type/amount/duration: _______________________________________________ 
Do you drink alcohol?       ! N ! Y  If yes, type/amount/duration: _______________________________________________ 
Do you use drugs recreationally? ! N ! Y  If yes, type/amount/duration: _______________________________________________ 
Have you ever been exposed to or infection with: ! Gonorrhea          ! Hepatitis          ! HIV          ! Syphilis 

 

Medical History                 Last Eye Exam: ______ / ______ / ______  Last Medical Exam: ______ / ______ / ______ 
Do you have any allergies to medications? ! N ! Y  If yes, please explain: ______________________________________________ 
__________________________________________________________________________________________________________________ 
List any medications you take (including oral contraceptives, aspirin, over the counter medications, and home remedies): 
__________________________________________________________________________________________________________________ 
__________________________________________________________________________________________________________________
__________________________________________________________________________________________________________________ 
List all major injuries, surgeries, and/or hospitalizations you have had: ___________________________________________________ 
__________________________________________________________________________________________________________________ 
Are you pregnant and/or nursing? ! N ! Y   

 

EYE | Do you have any of the following:               !  no to all 
Blurry Vision ! N ! Y Tired eyes  ! N ! Y Dryness  ! N ! Y Redness    ! N ! Y 
Irritation  ! N ! Y Itchiness  ! N ! Y Pain   ! N ! Y Tearing    ! N ! Y 
Discharge  ! N ! Y Light sensitivity ! N ! Y Double vision  ! N ! Y Flashes/Floaters ! N ! Y 
Other: ___________________________________________________________________________________________________________ 

 

EYE | Have you ever had/been diagnosed with (F = Family; please specify relation below):             !  no to all 
Amblyopia ! N ! Y ! F Cataracts  ! N ! Y ! F Eye infection  ! N ! Y  Eye injury  ! N ! Y  
Eye Surgery  ! N ! Y ! F  Glaucoma  ! N ! Y ! F  Retinal disease  ! N ! Y ! F  Strabismus  ! N ! Y ! F 
Other: _________________________________________________________________________________________ 

 

SYSTEMIC | Do you have any of the following (F = Family; please specify relation below):                    !  no to all 
Allergic/Immunologic: ! N ! Y  
Bones/Joints/Muscles: ! N ! Y  
Cardiovascular/Vascular: 
 Cholesterol: ! N ! Y ! F 

Diabetes:        ! N ! Y ! F 
Hypertension:  ! N ! Y ! F 
Other:             ! N ! Y ! F 

Ear/Nose/Throat:  ! N ! Y   
Endocrine (glands):  ! N ! Y  
Gastrointestinal:  ! N ! Y  
Genitourinary:   ! N ! Y  
Hematologic/Lymphatic: ! N ! Y  
 

Integumentary (skin):  ! N ! Y  
Neurological:   ! N ! Y  
Psychiatric:   ! N ! Y  
Respiratory:   ! N ! Y  
Other:   ! N ! Y 

 
If you answered yes to any of the above conditions, please specify/explain further: ________________________________________ 
___________________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________________
___________________________________________________________________________________________________________________   




