


MEDICAL HISTORY QUESTIONNAIRE 

YOU CAN SKIP THIS FORM (*2 PAGES*) IF YOU HAVE COMPLETED OUTCOME MD 
ON YOUR MOBILE DEVICE OR DESKTOP 

Name: Date: 
-------------

Date of Birth: Ethnicity: 
-----

Date of Last Eye Exam: 
-----

List ANY medications you currently take (prescription and over-the-counter): 

Do you have allergies to any medications? □ YES □ NO lf YES, list the medications be/0111 

List all major illnesses (glaucoma, diabetes, high blood pressure, heart attack, stroke, etc.) or injuries/accidents: 

List any surgeries you have had (cataract, cardiac bypass, appendectomy, etc.) 

D tl h bl . th £11 ;i If "YES" 1i .d . ft o you curren Ly ave any pro ems ill e o owmg areas. , p. ease provi e 1n onnatJon.
HEALT.H I Yes I No I Explanation of Problem 

EYES (glaucoma, cataract, retinal disease, etc.) □ □ 
Loss of vision □ □ 
Blurred vision □ □ 
Fluctuating vision □ □ 
Distorted vision (halos, stars) □ □ 
Double vision □ □ 
Dry eyes □ □ 
Mucous discharge □ □ 
Redness □ □ 
Sandy or gritty feeling □ □ 
Itching or burning □ □ 
Foreign body sensations (eyelash, etc.) □ □ 
Eyes tearing or watering □ □ 
Light or glare sensitivity □ □ 
Eye pain or soreness □ □ 
Infection of eye or lid (blepharicis, stye) □ □ 
Tired eyes □ □ 
Crossed eyes or lazy eye □ □ 
Drooping eyelid or puffy upper or lower lids □ □ 
Do you want to see clearly without glasses? □ □ 
Do the lines around your eyes or forehead 

□ □ bother you? 
GENERAL HEAL TH 

Fever □ □ 
Weight loss or weight gain □ □ 
Otl1er □ □ 

EARS, NOSE, THROAT 

Sinus infections □ □ 
Ear infections □ □ 
Chronic cough or dry mouth, etc. □ □ 
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