
Norfolk
220 W. Brambleton Ave. Ste. 111

Norfolk, Virginia 23510
(757) 622-0200

Virginia Beach
1547 Laskin Road
VB, Virginia 23451

(757) 425-0200

Please list all major surgeries and/or hospitalization you have had:__________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________

Do you wear eyeglasses?   q Yes     q No    If yes, how old is your current pair of glasses?____________________________________________

Do you wear contact lenses?  q Yes     q No   If yes, how old is your current pair of lenses?__________________________________________

Type of contact lenses?   q  rigid    q  soft    q  extended wear    are they comfortable   q Yes     q No

If you are not currently a contact lens wearer, are you interested in contacts?   q Yes     q No

Continue on page 2

Allergies				M    edications

Meds	 Yes - No		 Year it started	 Name of Med	 Start Date	 Dose	 Frequency	 Indiction

sulfa	 yes - no			   eg. metoprol	 2/26/01	 25 mg	 1x Day	H igh BP
penicillin	 yes - no

aspirin	 yes - no

pain med	 yes - no

other	 yes - no

eye drops	 yes - no

seasonal	 yes - no

Patient’s Name (first, middle, last)	 date

address	 email

city	 state	 zip

phone number:  home	 work	 cell

best time to call?	 date of birth	 age	 social security #

spouse/guardian name	 relationship

patient’s occupation	 employer

previous eye doctor	 last exam date

How did you hear about Gilbert Eyecare?

Reason for today’s visit:

How long has this been bothering you?

Are you pregnant or nursing? q Yes     q No

GilbertEyecare.com

MEDICAL HISTORY QUESTIONNAIRE



Patient’s Medical History	 	 Patient’s Ocular History

self 		  family 	 self 		  family

_________ 	 high blood pressure______years	 _________ 	 _________ 	 cataracts	 _________
_________ 	 heart disease	 _________ 	 _________ 	 glaucoma	 _________
_________ 	 diabetes______years	 _________ 	 _________ 	 macular degeneration	 _________
_________ 	 cancer	 _________ 	 _________ 	 strabismus/eye turn	 _________
_________ 	 arthritis	 _________ 	 _________ 	 amblyopia/lazy eye	 _________
_________ 	 respiratory disease	 _________ 	 _________ 	 retinal disorders	 _________
_________ 	 asthma	 _________ 	 _________ 	 eye injuries	 _________
_________ 	 stroke	 _________ 	 _________ 	 eye surgery	 _________
_________ 	 multiple sclerosis	 _________ 	 if yes or if you have any condition that is not

_________ 	 headaches #___per mo	 _________ 	 listed above, please explain	 _________
_________ 	 sickle cell anemia	 _________ 	 _______________________________________
_________ 	 crohns disease	 _________ 	 _______________________________________

Social History this information is kept strictly confidential. However, you may discuss this portion directly with the doctor if you prefer

q Yes, I would prefer to discuss my social history directly with the doctor

Do you drive?  q Yes    q No

If yes, do you have visual difficulty when driving?  q Yes    q No    If Yes, type/amount/how long?_________________________
Do you use tobacco products?  q Yes    q No  If yes, type/amount/how long?_________________________________________
Do you drink alcohol?  q Yes    q No  If yes, type/amount/how long?_______________________________________________
Do you use illegal drugs?  q Yes    q No  If yes, type/amount/how long?_____________________________________________
Have you ever been exposed to or infected with hiv, hepatitis or syphilis (please circle)

Review of Systems Do you currently, or have ever had any of the problems in the following areas:

q Constitutional - fever, night sweats, fatigue, weight loss/gain

q Cardiovascular - angina, blood clots, heart attack, heart failure, heart murmur, rheumatic fever

q Ears, nose, throat - chronic sinus problems

q Endocrine - menopause, pituitary disease

q Gastrointestinal - colitis, chronic diarrhea, hiatal hernia, acid reflux, ulcer

q Genitourinary - bladder infections, kidney disease, venereal disease (herpes, syphilis, gonorrhea, chlamydia)
q Hematological/lymphatic - hemophilia, hepatitis, high cholesterol, past blood transfusions, sickle cell anemia or trait

q Immunologic - aids/hiv, sarcoidosis, systemic lupus erythematosus

q Musculoskeletal - arthritis, spinal injury

q Neurological - brain aneurysm, epilepsy, migraine, seizures, stroke

q Psychiatric - anxiety, add, adhd, autism, bipolar disorder, depression, panic disorder

q Respiratory - asthma, emphysema, lung cancer, lung infection, pneumonia, tuberculosis

q Skin/breast - acne, acne rosacia, breast cancer, seborrhea, skin cancer, psoriasis

If Yes, or you have a condition that is not listed above, please explain:________________________________________________

________________________________________________________________________________________________________

Insurance Information please list your insurance companies in order that they should be submitted, list the complete

address along with the ID and Group #. If insurance is under a spouse or parent, please have the policy holders signature.

Primary insurance	S econdary Insurance

Address	A ddress

id #                                    group #	 id #                                  group #

Signature of policy holder	 signature of policy holder

Policy holders date of birth                      ss #	P olicy holders date of birth               ss #

I hereby authorize the release of pertinent medical information to Medicare or other insurance carriers. I also authorize my Medicare or other insurance benefits to
be paid directly to the vision care provider. I understand that I am financially responsible for all co-pays, deductibles, and coinsurance amounts not covered by
Medicare or other insurance carriers. Payment is due at the time services are rendered, unless payment arrangements have been approved in advance by our staff.
On delinquent accounts, the undersigned agrees to pay all costs of collection, including an attorney’s fee of 33 1/3% of the outstanding balance.

______________________________________________________________________                                       ________________________________
                           Signature of patient or responsible party                                                                                               Date


