
Patient Health History Questionnaire 
 

 
Patient’s Name___________________________________ Date of Birth ___________ Family Physician__________________ 

Reason for your visit: ______________________________________________________________________________________ 
                                                                                          
List all prior EYE surgeries:                                                                     List all OTHER surgeries: 

 
 
 
 
 
 
 

 
Please circle any of the following medical or eye conditions listed below that you have been diagnosed with: 
 
Glaucoma Macular Degeneration  Stroke  High Cholesterol COPD  HIV/Aids 
Cataracts High Blood Pressure  Diabetes Thyroid Disease  Asthma  Emphysema 
Arthritis Heart Attack/Disease   Eye Trauma Cancer / What type?_______________________________ 
Other________________________________________________________________________________________________ 
 
Please list: 

Eye Medications Dose Frequency 

   

   

   

   

   

   

   

 

Please list ALL allergies to medications: 

_____________________ _____________________ ____________________ ____________________ 

_____________________ _____________________ ____________________ ____________________ 

Have you or a family member ever had an allergic reaction to general anesthesia?      YES ⃝ NO ⃝ 

Family History 

Please circle any of the following eye conditions your family members have had, and state which family member. 

Glaucoma________________ Macular Degeneration____________________ Corneal Disease_____________________ 

Retinal Detachment_________________________  Other_________________________________________________ 

Social History 

Have you ever smoked?    Yes ⃝   No ⃝    Do you still smoke?  Yes ⃝ No ⃝ If so, how much and for how long?______________ 

Do you drink alcohol? Yes ⃝    No ⃝    If so, how much, how often and for how long?___________________________________ 

Do you or have you used recreational drugs? :   Yes ⃝   No   ⃝ 

Occupation__________________ Retired     Unemployed    Marital status: (circle one)  Single  Married Divorced Widowed Other 

Do you live: (circle one)    Alone     With spouse   Other____________________ 

Type of Eye Surgery Date Surgeon Which Eye 

    

    

    

    

Type of Surgery       Date 

  

  

  

  

Other Medications Dose Frequency 

   

   

   

   

   

   

   


