
Medical History Questionnaire 
The information in this CONFIDENTIAL case history form is critical to the evaluation of your vision and health. 

 
Name:_________________________________________D.O.B.________________Today’s Date _____ / _____ / _____ 
 
 
   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Answer the questions below only if you currently wear contact lenses: 
What type or brand of contacts do you wear? ______________________________________ 

1. How old are your current lenses? _________________________________________ 
2. How often do you replace or dispose of your contact lenses?____________________ 
3. What brand of solution do your lenses soak in overnight? ______________________ 
4. What is your typical wearing schedule? __________Hours/ Day________Days/Week 
5. Are you having any problems with your current contact lenses?  � Yes � No 

Family History 
Please note any family history (parents, siblings, children; living or deceased) for the following conditions: 
  
 DISEASE/ CONDITION NO YES ?      RELATIONSHIP TO YOU 
 Blindness   ◘ ◘ ◘ _________________________________ 
 Cataract   ◘ ◘ ◘ _________________________________ 
 Crossed Eyes   ◘ ◘ ◘ _________________________________ 
 Glaucoma   ◘ ◘ ◘ _________________________________ 
 Macular Degeneration  ◘ ◘ ◘ _________________________________ 
 Retinal Disease/Detachment ◘ ◘ ◘ _________________________________ 
 Arthritis   ◘ ◘ ◘ _________________________________ 
 Cancer    ◘ ◘ ◘ _________________________________ 
 Diabetes   ◘ ◘ ◘ _________________________________ 
 Heart Disease   ◘ ◘ ◘ _________________________________ 
 High Blood Pressure  ◘ ◘ ◘ _________________________________ 
 Stroke    ◘ ◘ ◘ _________________________________ 
 Kidney Disease   ◘ ◘ ◘ _________________________________ 
 Lupus    ◘ ◘ ◘ _________________________________  
 Thyroid Disease  ◘ ◘ ◘ _________________________________  
 Other____________________ 
 

*Please turn this form over and complete side two* 

Name of Family Physician    
Date of Last Physical Check-up    
CURRENT MEDICATIONS (Rx or Over the 
Counter) 
(List name of medications including eye drops, 
vitamins, & birth control pills)   
      
         
Do you have any drug allergies?              � Yes � No 
       
Are you pregnant or nursing?  � Yes � No 
Have you had any surgeries?  � Yes � No 
_______________________________________ 
 
 

Patient Medical History  
 
Date of Last Eye Exam     
By Whom?      
Have you ever experienced, been diagnosed or 
treated for any of the following? 
 
� Cataracts   � Corneal Abrasions 
� Macular Degeneration � Iritis/Uveitis  
� Eye Infections  � Eye Injury 
� Flashes of light  � Retinal Detachment 
� Lazy Eye/ Turned eye � Glaucoma  

Patient Eye History 
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