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EYE AND MEDICAL HISTORY -  PAGE  2
Patient Name: _______________________________________________   Date: _________________

SOCIAL HISTORY:
Yes  No

  Do you smoke...................     ......Packs per week: _____________________________________

  Do you drink alcohol..........     ......Amount: ___________________________________________

  Do you use a computer.....     ......Hours per day: ______________________________________

  Do you take
  nutritional supplements.....     ......What do you take: _________________________________

  Current occupation: _________________________________________________________________

  Hobbies: __________________________________________________________________________
MEDICAL AND FAMILY HISTORY   

http://www.visionquestdallas.com/


            
Patient Family  
Yes  No Yes  No

  High blood pressure…….            

  Heart Condition………….            

  Congestive heart failure…            

  Irregular heart beat………            

  High Cholesterol…………            

  Stroke……………………...           

  Diabetes…………………..            

  Bleeding disorder……….            

  Anemia…………………….           

  Asthma…………………….           

  Emphysema………………            

  Chronic cough…………..            

  Sinus/Allergies…………..            

  Headaches………………..            

  Migraines………………….            

  Seizure disorder………….            

  Hearing problems………..            

              
Patient Family  
Yes  No Yes  No

  Hepatitis.......................                  

  Tuberculosis.................                  

  AIDS.............................                  

  Positive HIV..................                  

  Lupus............................                  

  Dry Skin/mouth.............                  

  Arthritis/Joint pain.........                  

  Thyroid disease............                  
  
  Prostate disease………                   

  Bladder disease............                  

  Kidney disease.............                  

  Ulcer.............................                  

  Chronic constipation.....                  

  Chronic diarrhea...........                  

  Weight loss/gain...........                  

  Depression...................                  

  Cancer..........................                  
____



Other medical conditions: _____________________________________________________________

__________________________________________________________________________________

   

Patient’s Signature:  _________________________________________ Tech: ___________________


	

