
MEDICAL HISTORY QUESTIONNAIRE

MEDICAL HISTORY (Your personal)

SYSTEMIC Circle  Explanation

Sjogren’s disease

High blood pressure

yes   no

yes   no

SYSTEMIC Circle  Explanation

Irregular heart beat

Heart attack

yes   no

yes   no  When?

Heart valve disease

Pacemaker

Coronary artery disease

Emphysema / asthma

Crohn’s disease

Inflammatory bowel disease

Rheumatoid arthritis

Headaches

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

Stroke
Multiple sclerosis

Leukemia / Lymphoma

Hepatitis
HIV/AIDS
Lupus

Thyroid disease

Diabetes

yes   no  When?
yes   no

yes   no

yes   no
yes   no
yes   no

yes   no

yes   no  YRS?  Insulin? Y / N

Patient Name: Today’s Date:

Do you wear glasses?

Do you wear contact lenses?

Sleep Apnea

Do you use a c-pap machine

yes   no

yes   no

(Please complete other side) Side 1

OCULAR Circle  Explanation

Corneal disease

Crossed / Lazy eyes

Double vision

Cataracts

Glaucoma

Retinal detachment / disease

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

OCULAR Circle  Explanation

Macular degeneration

Optic neuritis

Eye injury

yes   no

yes   no

yes   no

yes   no

yes   no

LIST OF MEDICAL PROBLEMS

FAMILY MEDICAL HISTORY (e.g. father, mother, siblings, etc.)

SYSTEMIC Circle  Who?

Diabetes

Heart disease

High blood pressure

Stroke

Cancer

Lupus

Rheumatoid arthritis

Thyroid disease

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

OCULAR Circle  Who?

Blindness

Corneal disease

Corneal transplant

Crossed / Lazy eyes

Glaucoma

Cataracts

Retinal detachment

Macular degeneration

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

yes   no

SURGICAL HISTORY - (Excluding eye surgeries)
Procedure  Date performed Doctor

1.

2.

3.

EYE SURGICAL HISTORY - (Eye surgeries only)
Procedure  Date performed Doctor

1.

2.

3.

DOB:

 Type 1  /   Type 2



Over the Counter Medications/Supplements  Dosage (mg)  How Often

 Dosage (mg)  How Often

MEDICATIONS

Please list all medications you are currently taking.

Prescription Medications
1.

2.

3.

4.

5.

6.

7.

8.

1.

2.

3.

4.

5.

NGMedHx.0717  Side 2

 Circle     Explanation

 If yes, what reaction have you had?

ALLERGIES

Do you have a latex allergy?   yes  no

Have you been tested for latex allergy? yes  no

Do you have adhesive / tape sensitivity? yes  no

Do you have reactions to Iodine?

Skin or Intravenous yes  no

Have you ever  been diagnosed with a

staph infection, MRSA, VRSA or C-DIF? yes  no

MEDICATION ALLERGIES

2.

3.

1.

Drug  Reaction

SOCIAL HISTORY Circle

Do you use alcohol? yes   no   formerly

Do you use tobacco? yes   no   formerly

Type:  Units/day: Years used: Packs Years: Year quit:

Passive smoke exposure? yes   no

Smoker Status: q everyday  q some days q former smoker  q status unknown  q never smoker

Do you use illegal drugs? yes   no   formerly

Do you drink caffeine? yes   no amount per day:

Patient Name:

DOB:

PHARMACY: 
Pharmacy Name: Address:
Phone Number:(___) ____ - _____     Fax Phone: (___) ____ - _____ 




