
Dubin Optometric Clinic Patient: ____________________________ 

Medical History Questionnaire DOB:______________  Date: __________ 

 
Guardian (If Applicable):  __________________________________ Patient’s Occupation:  _________________ 

Primary Medical Insurance:  ________________________________ Last Eye Exam:  ______ / ______ / _______ 

Secondary Medical Insurance:    _____________________________ Last Medical Exam: ___________________ 

Name of Primary Care Physician:   ___________________________ Dr’s. Phone:  ________________________ 

Medical History 

Do you have any allergies to medications:      no   yes     If yes, which one:  ____________________________ 

          ___________________________________________________________________________________________ 

List any medications you take (including oral contraceptives, aspirin, over the counter medications and home remedies) 

          ___________________________________________________________________________________________ 

          ___________________________________________________________________________________________ 

List all major injuries, surgeries and/or hospitalizations you have had:   ______________________________________ 

          ___________________________________________________________________________________________ 

List any of the following that you have had:  crossed eyes, lazy eye, drooping eyelid, prominent eyes, glaucoma, retinal 
disease, cataracts, eye infections, eye injury or eye surgery:   _______________________________________________ 

Are you pregnant and / or nursing?  no   yes 

Do you wear glasses?   no   yes     If yes, how old are your present pair(s) of glasses? _________ 

Do you wear contact lenses?  no   yes     If yes, how old is your present pair of lenses? _____________ 

Type of contact lenses:  gas perm  soft     extend wear  other              Are they comfortable?   no   yes 

Family History 

Please note any family history (parents, grandparents, siblings, children, living or deceased) for the following:       

 DISEASE / CONDITION                NO               YES                 ?               RELATIONSHIP TO YOU 

 Glaucoma    ____________________________________ 

 Macular Degeneration    ____________________________________ 

 Retinal Detachment / Disease    ____________________________________ 

 Diabetes    ____________________________________ 

 Heart Disease    ____________________________________ 

 High Blood Pressure    ____________________________________ 

 Other ________________    ____________________________________ 

* Please turn this form over and complete side two * 



Lifestyle 

Do you drive?   no   yes     If yes, do you have visual difficulty when driving?   no   yes      

 If yes, please describe: ______________________________________________________________ __________ 

Do you use the computer?   no   yes     If yes, how often?  1-10 hr/wk    10-20 hr/wk    more  

   Do you experience:   headaches  glare  trouble with data entry   other concerns? __________________  

Please list your sports / hobbies: _____________________________________________________________________    

Review of Systems 

Do you currently have any problems in the following areas: 

                                                           NO          YES             ?                                                               NO          YES           ? 

ALLERGIC / IMMUNE    NEUROLOGICAL  

CARDIOVASCULAR    Headaches    

 Diabetes     Migranes    

 High Blood Pressure     Seizures    

 Heart/Vascular Disease    PSYCHIATRIC     

CONSITITUTIONAL    Psychiatric    

 Fever, Weight Loss/Gain       EYES  

ENDOCRINE    Blurred Vision    

 Thyroid / Other Glands     Double Vision    

HEAD (Ear, Nose, Throat)    Dryness    

 Chronic Cough    Sandy or Gritty Feeling    

 Chronic Sinus Congestion    Itching    

 Dry Throat / Mouth     Burning    

HEMATOLOGIC     Foreign Body Sensation    

 Anemia    Excess Tearing / Watering    

 Bleeding Problems     Glare/Light Sensitivity    

INTEGUMENTARY (Skin)    Eye Pain or Soreness    

MUSCUOLOSCKELETAL    Flashes of Light    

 Rheumatoid Arthritis     Floaters in Vision    
        

If you answered YES or have a condition not listed, please explain: _________________________________________ 

Authorization 

I authorize Dubin Optometric Clinic to bill my insurance and understand that I am responsible for co-pays, deductibles 
or any amounts not covered by insurance.   

X 


