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Patient Name: ___________________________ Chart # __________________ 

 

OCULAR HISTORY & SYMPTOMS 
      Please fully complete all sections below 

 

Patient Name: ________________________________________           Date of Birth: ________________ 

Reason for visit / chief complaint:__________________________________________________________ 

Date of last eye exam: _______________  With / Where: _____________________________________ 

Preferred pharmacy & location (e.g. CVS 70th & O): 

Primary Care Physician: ___________________________________________ 

VISION CORRECTION (check all that apply) 

☐ Glasses (distance) ☐ Glasses (OTC readers only) ☐ Glasses (bifocal/progressive) 

☐ Soft contact lenses ☐ Hard / RGP / scleral lenses ☐ Monovision 

☐ No correction worn Sleep in contacts?  Yes   No  N/A 

 

PRIOR EYE SURGERY OR PROCEDURE (check all that apply, even if decades ago) 

☐ Cataract surgery ☐ LASIK ☐ ASA/PRK 

☐ RK (radial keratotomy) ☐ Glaucoma surgery / laser ☐ Corneal transplant 

☐ Retinal surgery / laser ☐ Intravitreal injections (eye shots) ☐ Strabismus / muscle surgery 

☐ Eyelid surgery ☐ Corneal cross-linking ☐ ICL 

☐ YAG laser capsulotomy 

Which eye(s) and when: 

☐ Facial skin cancer removal ☐ Other (specify below) 

 
 

EYE CONDITIONS (check any that you've been diagnosed with, currently or in the past) 

☐ Glaucoma / high eye 
pressure 

☐ Retinal detachment / tear ☐ Macular degeneration 
(AMD) 

☐ Crossed / misaligned 
eyes 

☐ Diabetic retinopathy ☐ Dry eye ☐ Lazy eye / amblyopia ☐ Cataracts 

☐ Keratoconus ☐ Corneal scar / infection ☐ Uveitis / iritis ☐ Optic nerve problem 

☐ Eye injury / trauma 

Details: 

☐ Patched as a child ☐ None of the above ☐ Other (specify below) 

 

Blood relatives = parents, siblings, children, grandparents, aunts/uncles 

Condition: Circle relative(s) affected: 

☐ Glaucoma Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Macular degeneration Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Cataracts (before age 60) Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Retinal detachment Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Lazy eye / strabismus Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Keratoconus Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Diabetic eye disease Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Arthritis Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ Blindness Mother Father  Sibling  Child  Grandparent  Aunt/Uncle 

☐ None / Unknown / Adopted  

FAMILY EYE HISTORY (circle any blood relative who has had each condition) 
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CURRENT EYE SYMPTOMS (check all that apply and circle R, L, or both eyes) 

☐ Blurry vision (distance) R / L / Both ☐ Blurry vision (near) R / L / Both 

☐ Sudden vision loss R / L / Both ☐ Gradual vision loss R / L / Both 

☐ Double vision R / L / Both ☐ Floaters (new or increased) R / L / Both 

☐ Flashes of light R / L / Both ☐ Curtain or shadow in vision R / L / Both 

☐ Halos around lights R / L / Both ☐ Light sensitivity R / L / Both 

☐ Loss of side vision R / L / Both ☐ Eye pain R / L / Both 

☐ Eye redness R / L / Both ☐ Burning / stinging R / L / Both 

☐ Itching R / L / Both ☐ Watering / tearing R / L / Both 

☐ Dryness / gritty feeling R / L / Both ☐ Discharge / crusting R / L / Both 

☐ Foreign body sensation R / L / Both ☐ Drooping eyelid R / L / Both 

☐ Eyelid swelling / lump R / L / Both ☐ Trouble driving at night R / L / Both 

Other symptoms / additional details: 
 

 
 

ACTIVITIES AFFECTED (check any that you feel your vision is interfering with, even mildly) 

☐ Reading (books, mail, labels) ☐ Reading small print ☐ Watching TV 

☐ Driving (daytime) ☐ Driving at night ☐ Recognizing faces 

☐ Cooking / preparing meals ☐ Administering my medications ☐ Hobbies / crafts 

☐ Computer / phone use ☐ Housework / chores ☐ Stairs or steps 

☐ Going out / shopping ☐ Work or volunteering ☐ Glare from headlights / sun 
 
 
 
 
 

SYSTEMIC CONDITIONS (check all that you've ever been diagnosed with, even if not currently 
treating) 

☐ Diabetes (Type 1) ☐ Diabetes (Type 2) ☐ Diabetes (gestational) 

☐ High blood pressure ☐ High cholesterol ☐ Heart disease / heart attack 

☐ Heart valve / murmur ☐ Atrial fibrillation ☐ Stroke or TIA 

☐ Blood clots / DVT / PE ☐ Bleeding disorder ☐ Anemia 

☐ Asthma ☐ COPD / emphysema ☐ Sleep apnea / use of CPAP 

☐ Thyroid disease ☐ Kidney disease ☐ Liver disease / hepatitis 

☐ Cancer ☐ Arthritis ☐ Lupus 

☐ Sjögren's syndrome ☐ Multiple sclerosis ☐ Sarcoidosis 

☐ Crohn's / ulcerative colitis ☐ Marfan's syndrome ☐ HIV / AIDS 

☐ Cold sores / shingles ☐ Staph infection ☐ GERD / acid reflux 

☐ Migraines ☐ Seizure disorder ☐ Anxiety / Depression 

☐ Allergies: chronic / seasonal / 
environmental 

Other / details:  

☐ Currently pregnant / 
breastfeeding 

☐ None of the above 
 
  

 

 
 

 

MEDICAL HISTORY 
These conditions and medications directly affect eye care decisions. 

 

 

OCULAR HISTORY & SYMPTOMS (continued) 
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MEDICATIONS THAT MAY AFFECT EYE CARE (check all that you currently take or have taken) 

☐ Tamsulosin/Flomax (current) ☐ Tamsulosin/Flomax (past) ☐ Other alpha-blocker 
(Rapaflo, Uroxatral) 

☐ Warfarin / Coumadin ☐ Eliquis / Xarelto / Pradaxa ☐ Plavix / clopidogrel 

☐ Daily aspirin ☐ Steroids: oral (prednisone) ☐ Steroids: inhaled / nasal 

☐ Plaquenil (hydroxychloroquine) ☐ Amiodarone ☐ Tamoxifen 

☐ Topiramate (Topamax) ☐ Bisphosphonates (Fosamax, etc.) ☐ Insulin 

☐ GLP-1 (Ozempic, Mounjaro, etc.) ☐ Chemotherapy (current/recent) ☐ Immunosuppressant / biologic 

☐ Hormone therapy / HRT ☐ Supplemental oxygen use ☐ None of the above 

 

Drug allergies?     YES NO 

List drug + reaction (rash, swelling, anaphylaxis, etc.): 
 

 

Tobacco use (smoke / vape / e-cigs / chew):    Never     Former     Current 

Alcohol use:    None Occasional   Weekly      Daily 

 

 

 

 
 
 
 
 
 

☐ I take no prescription, over the counter, vitamins, supplements, or eye drops or ointments. 

 

 

Name of eye medicine Which eye(s) How often Reason for use 

    

    

    

    

    

 

 

 

 

 

ALLERGIES & SOCIAL HISTORY (circle answers below) 

SYSTEMIC SURGERIES (list any major non-eye surgeries: pacemaker, organ removal, joint 

replacement, etc.) 

 

CURRENT MEDICATION LIST 
Please fill out or attach a copy of your medication list below 

 

OCULAR MEDICATIONS (list any prescription or OTC drops, ointments, or oral meds you take for 

your eyes) 
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Medication / Supplement Dose / Strength How Often Reason for Use 

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

    

 
Is there any other information that is pertinent to your visit today? Please explain: 

 

 

 
 

SYSTEMIC MEDICATIONS (list all other prescription meds, OTC, vitamins, supplements, and 

herbals) 

 

CURRENT MEDICATION LIST 
Please fill out or attach a copy of your medication list below 

 


