
 
 

INTERIM MEDICAL HISTORY 
 
Date______________________ 
 
Name_____________________________________ Date of last eye exam__________________ 
 
What new medications (Rx & OTC) do you currently take? 
______________________________________________________________________________ 
Do you have any new allergies to medications since your last visit?     ___YES ___NO 
If YES, list the medications:  
______________________________________________________________________________ 
Have you had any major illnesses or injuries since your last visit? 
______________________________________________________________________________ 
Have you had any surgeries since you last visit? 
______________________________________________________________________________ 
 
Do you currently have any problems in the following areas? If "YES", Please provide information. 
 YES NO Explanation of problem 
EYES    
GENERAL/CONSTITUTIONAL    
EARS, NOSE, THROAT    
CARDIOVASCULAR    
RESPIRATORY    
GASTROINTESTINAL    
GENITAL, KIDNEY, BLADDER    
MUSCLES, BONES, JOINTS    
SKIN    
NEUROLOGICAL    
PSYCHIATRIC    
ENDOCRINE    
BLOOD, LYMPH    
ALLERGIC, IMMUNOLOGIC    
 
FAMILY  
Any changes to family medical status (mother, father, sibling, grandparent)?  ___YES ___NO 
If YES, describe_______________________________________________________________ 
 
SOCIAL  
Changes in employment?  
Marital Status (married, divorced, single, widowed)  
Living arrangements  
Do you drive? ___YES  ___NO 
Do you have visual difficulty when driving? ___YES  ___NO 
Do you have problems with night vision? ___YES  ___NO 
Do you drink alcohol?      ___YES   ___NO    If YES: occasional   1 per day   2-3 / day   4+ / day Do you 
smoke?      ___YES   ___NO    If YES: occasional   ½ pack/day   1 pack/day   1+ pack 
 
Physician's Signature_________________________________ 
 

Date: _______________________ 

Name: ________________________________________________________________________ 

Do you have any allergies to medica7ons? If yes, please list: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Please list all current medica7ons with dosages (or a@ach a copy with this 
form):________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
___________________________________________________________________________________ 

Please list any major illnesses (heart disease, stroke, high blood pressure, Diabetes, cancer): 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Have you ever had any major surgeries? (cardiac, cancer, organ 
transplanta7on):_______________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Have you ever had any lasers or surgeries to your eyes? _______________________________________ 

Any Family history of any of the following? (Please mark M for mother, F for father, S for sibling or C for 
child: 

Cataracts_____ Glaucoma_____ Macular Degenera7on or other re7nal disorder _____Diabetes_______ 

Marital Status (Please circle): Married, Single, Divorced, Widowed 

Do you drink alcohol?  Yes / No     If yes, how oOen (Please circle): Daily, Weekly. Monthly, Socially 

Do you smoke or vape currently? Yes /No    If yes, how oOen (Please circle) Daily, Socially 

For how many years? ___________ Are you a former smoker? Yes / No If yes, for how many years? ____ 

Pa7ent Name (Printed): _________________________________________________________________ 

Pa7ent or legal guardian’s signature: ______________________________________________________ 

If not pa7ent please provide rela7onship to pa7ent: __________________________________________ 


