Fromer Eye Centers

PATIENT HISTORY QUESTIONNAIRE

Account Number:
Patient Name:

Today’s Date:

Who referred you to our practice?

What is the reason for today’s eye exam?

When was your most recent eye exam?

Are you interested in Laser Vision Correction?
Do you currently wear prescription glasses?

If Yes, do you need a stronger prescription?
How old are your glasses?

Yes No
Yes No
Yes No

What do you use your glasses for (i.e work, computer, reading)?

Would you be interested in a new pair of glasses?
Do you currently take any eye drops? If so:
Eye drops Right Eye Left Eye

Medications: (Ex: pills, insulin, etc)

Do you have any allergies to medications?

Other Allergies:

Has a Family Member Had or Has the following?
YES or No Who
Blindness

Cataracts

Corneal Problems

Crossed Eyes

Diabetes

Eye Surgery

Glaucoma

Heart Attack

Retinal Disease

Trauma to eyes

Uveitis

Social History:
Do you or did you smoke?

Packs per day

Do you, or did you drink Alcohol?

Drinks per Day

Are you pregnant?

Do you wear Contact Lenses?

Which Brand?

Have You noticed the following?
YES or
Blurred Vision

NO

Discharge

Dryness

Eye Pain

Itching

Redness

Have you had or Have?
YES or
Anxiety

NO

Arthritis

Blood Disorder

Cancer

Cataracts

Depression

Diabetes

Dry Mouth

Eye Surgery

Gastrointestinal

Glaucoma

Heart Attack

Heart Disease

High Blood Pressure

HIV/AIDS

Hepatitis A,B,C

Kidney Disease

Lung Disease

Lupus

Retinal Disease

Skin Rash

Stroke

Surgeries

Thyroid Disease

Trauma to Eyes

Uveitis




	Pt Hx form Eng

	Account Number: 
	Patient Name: 
	Todays Date: 
	Who referred you to our practice: 
	What is the reason for todays eye exam 1: 
	What is the reason for todays eye exam 2: 
	When was your most recent eye exam: 
	If Yes do you need a stronger prescription: 
	What do you use your glasses for ie work computer reading: 
	Would you be interested in a new pair of glasses: 
	Eye drops 1: 
	Eye drops 2: 
	Eye drops 3: 
	Right Eye 1: 
	Right Eye 2: 
	Right Eye 3: 
	Left Eye 1: 
	Left Eye 2: 
	Left Eye 3: 
	Medications Ex pills insulin etc: 
	undefined: 
	1_2: 
	2_2: 
	3_2: 
	1_3: 
	2_3: 
	3_3: 
	Do you have any allergies to medications: 
	Other Allergies: 
	undefined_2: 
	Who 1: 
	Who 2: 
	Who 3: 
	Who 4: 
	Who 5: 
	Who 6: 
	Who 7: 
	Who 8: 
	Who 9: 
	Who 10: 
	Who 11: 
	Do you or did you smoke: 
	Packs per day: 
	Do you or did you drink Alcohol: 
	Drinks per Day: 
	Are you pregnant: 
	Do you wear Contact Lenses: 
	Which Brand: 
	Check Box1: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box6: Off
	Check Box7: Off
	Check Box8: Off
	Check Box9: Off
	Check Box10: Off
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box20: Off
	Check Box21: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box19: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off


