
New Patient History Form 

Eye Conditions Eye Concerns Vision Concerns 

Cataracts 

Macular Degeneration 

Glaucoma 

Iritis  /  Uveitis 

Diabetic Retinopathy 

Redness 

Burning 

Tearing 

Itching 

Discharge 

Blurred vision 

Double vision 

Headaches 

Light sensitivity 

   Eye Strain  /  Eye Pain 

 

Family History     

Hypertension Father Mother Sibling Other:  

Diabetes Father Mother Sibling Other: 

Glaucoma Father Mother Sibling Other: 

Macular Degeneration Father Mother Sibling Other: 

 

Past Ocular History   

Amblyopia (Lazy Eye) Blindness Cataracts 

Color Vision Defect Diabetic Retinopathy Dry Eyes 

Glaucoma Eye Injury Nystagmus 

Macular Degeneration Retinal Detachment Strabismus 

Patching Keratoconus Corneal Ulcer 

Other: __________________ Please list any drops you use:  ________________________ 

 

Past Medical History:    

Neurological: Multiple Sclerosis Stroke  /  TIA Migraines 

Cardiovascular: High Blood Pressure Heart Disease High Cholesterol 

Endocrine: Diabetes Thyroid Rheumatoid Arthritis 

Respiratory: Asthma COPD Tobacco Smoker 

Other: Shingles Lupus Cancer 

 


