
	
	
	
	
	

	
	
	
	
	

Please identify which eye surgery you have had, if any: (Please check all that apply and give the date and doctor)
 Cataract surgery (Left Eye):	 Date	  Doctor 	
 Cataract surgery (Right Eye):	 Date	  Doctor 	
 Glaucoma surgery (Left Eye)	 Date	  Doctor 	
 Glaucoma surgery (Right Eye)	 Date	  Doctor 	
 Retinal surgery (Left Eye)	 Date	  Doctor 	
 Retinal surgery (Right Eye)	 Date	  Doctor 	
 Vision correction surgery (Left Eye)	 Date	  Doctor 	
 Vision correction surgery (Right Eye)	 Date	  Doctor 	
 Other (Left Eye)	 Date	  Doctor 	
 Other (Right Eye) 	 Date	  Doctor 	
 Other prior eye conditions or concerns:  	
	
	
	
	

N EW  V I S ION  E YE  CENTER  MED ICAL  H I S TORY  QUEST IONNA IRE

Pa t i en t  Name :

P r ima r y  Phy s i c i an  (Local Preferred):

DOB : Da t e :

City State

A l l e rg i e s  (Please list any prior drug / substance allergy):      None      List Attached

TYPE OF REACTIONDRUG / SUBSTANCE NAME

Mild / Moderate / Severe

Mild / Moderate / Severe

Mild / Moderate / Severe

Mild / Moderate / Severe

Mild / Moderate / Severe

Pas t  O cu l a r  Su rge r y  (p l ease  che ck  a l l  t ha t  app l y ) :

Left Eye: 	
	
	
	
	

Right Eye: 	
	
	
	
	

E y e  D rop s : 	   None      List Attached



	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

C u r r en t  Med i c a t i on  L i s t  ( i n c l ud i ng  do sage ) :    	   None      List Attached

Fam i l y  H i s t o r y  (o t he r  t han  you r s e l f ) :    	   Unknown Family History
Please circle applicable family members:

  Glaucoma	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent
  Macular Degeneration	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent
  Blindness	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent
  Diabetes	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent
  Cancer	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent
  Heart Disease	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent
  High Blood Pressure	 Parent   /   Sibling   /   Maternal Grandparent   /   Paternal Grandparent

Smoking:	  every day smoker     social smoker     former smoker     never smoked
Alcohol Use:	  Yes     No    If yes, how much and how often? 	
Drug Use:	  Yes     No    If yes, how much and how often? 	

Name: 	   Date of Birth: 	   Today’s Date: 	

Have you had a flu vaccine?     Yes    No 
Have you had a pneumonia vaccine?     Yes    No 
Have you had a COVID-19 vaccine?     Yes    No

Have you fallen in the last 2 years?     Yes    No
Are you currently in a wheelchair?     Yes    No
	 If yes, can you transfer without assistance?     Yes    No

S oc i a l  H i s t o r y  (p l ease  che ck  a l l  t ha t  app l y ) :

O t he r  (p l ease  che ck  a l l  t ha t  app l y ) :

Pas t  Su rg i c a l  H i s t o r y :
Please specify type of surgeries and dates:
	
	
	
	
	

Pas t  Med i c a l  H i s t o r y  (p l ease  che ck  a l l  t ha t  app l y ) :
  Alzheimer
  Anxiety
  Asthma
  Atrial Fibrillation
  BPH
  Bone Marrow Transplantation
  Cancer: 	
  COPD

  Coronary Artery Disease
  Dementia
  Depression
  Diabetes (Type I)
  Diabetes (Type II)
  Hearing Loss
  Hepatitis
  Hypertension

  HIV/AIDS
  Hypercholesterolemia
  Hyperthyroidism
  Hypothyroidism
  Pacemaker
  Seizures
  Stroke

  Other: 	
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