PATIENT HISTORY

visonk. QUESTIONNAIRE

PEOPLE

Today’s Date:

Last Name First Name MI__
Address City State Zip

Phone:

Home Cell Work

Date of Birth Occupation

Date of Last Eye Exam Email

How did you hear about our office?

Eye Health History
Would you like the Doctor to discuss Refractive Surgery? Yes/No  Contact Lenses? Yes/No

Do you wear glasses? Yes/No If so, for what activities?

Please circle “Yes” or “No” to indicate if you have had any of the following:

Blurred Vision — Distance  Yes/No  Dry Eyes Yes/No  Migraine Headaches Yes/No
Blurred Vision — Near Yes/No  Eye Infection Yes/No Poor Night Vision Yes/No
Burning Eyes Yes/No Eye Injury Yes/No Red Eyes Yes/No
Cataracts Yes/INo Eye Strain Yes/No  Seeing Halos Yes/No
Poor Color Vision Yes/No Floaters or Spots  Yes/No  Seeing Flashes Yes/No
Crossed Eyes Yes/No  Glaucoma Yes/No Temporary Loss of Vision Yes/No
Discharge from Eyes Yes/No Itching Eyes Yes/No  Twitching Eyelid Yes/No
Double Vision Yes/No Light Sensitive Yes/No  Watering Eyes Yes/No

At Work: Do you perform fine or close-up work?  Yes/No
Are you outdoors all or part of the time? Yes/No
Is safety protection a concern at work?  Yes/No
Do you have trouble reading signs when driving at night? Yes/No
Are you bothered by the glare from:  Overhead lighting? Yes/No
A computer screen? Yes/No
Oncoming headlights at night? Yes/No



Are you sensitive in bright sunlight? Yes/No

What hobbies or recreational sports do you enjoy?

Medical Information

What is your general health?

Do you have problems with any of these systems? (Please circle yes or no.)

Gastrointestinal Yes/No
Ears/Nose/Throat Yes/No
Cardiovascular Yes/No

Respiratory Yes/No
High Blood Pressure  Yes/No

Please explain

Nervous

Urinary

Muscles/Bones

Integumentary (skin)

Eyes

Yes/No
Yes/No
Yes/No
Yes/No

Yes/No

Endocrine (glands)
Blood/Lymph
Allergic/Immunologic

Headaches

Mental

Yes/No
Yes/No
Yes/No
Yes/No

Yes/No

Diabetes Yes/No  Type

Allergies to Medication Yes/No Which?

Other health problems

Date of Diagnosis

Reactions?

Current medication(s)

Name of primary care physician

Date of last visit

Family History

High blood pressure Yes/No
Macular degeneration Yes/No
Diabetes Yes/No
Retinal detachment  Yes/No
Glaucoma Yes/No

Cataracts Yes/No

Relation
Relation
Relation
Relation
Relation

Relation




