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Medical History Questionnaire 

 

Name: _______________________________________ 

 

Address:____________________________________________________________ 

 

City:  ___________________________ State: _______ Zip Code: ______________  

     

Phone(Home):______________________ Phone(Cell):_______________________ 

 

Birth Date: ____/____/____     Age: _______  

 

Email address: _______________________________________________________ 

 

How were you referred to our office? ____________________________________  

      

Please list any allergies to medications: 

____________________________________________________________________________ 

 

PLEASE LIST any EYE surgeries and when: 

 

 

PLEASE LIST any EYE Conditions: 

 

 

List any medication you take (including oral contraceptives, aspirin, over the counter medications 

and home remedies) 

___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________ 
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