
NEW PATIENT QUESTIONNAIRE 
 

Patient Name: ____________________________________________    Preferred Phone: _________________________ 

Birthdate: ______/_______/_______   SSN: ______-_____-_______     Other Phone: __________________________ 

Address: _______________________________________________      Email: ____________________________ ____ 
 
City: ______________________ State: ______ Zip: _____________    Gender (circle):     Female            Male 
 
Guardian (if applicable) ___________________________________      Occupation____________________________  
How did you hear about us? ________________________ If referred, who may we thank? ____________________ 

Circle appropriate selection:      Minor              Single           Married            Divorced          Widowed         Separated 

Race/Ethnicity: ___________________________________        Preferred Language: ______________________________ 

Primary Care Physician/Office: ________________________    Date of last visit: _______________________________ 

  

Please check appropriate answers and fill in blanks: 

 
If you have a condition not listed, please explain, and list any medications you are taking (include oral contraceptives, 
aspirin, over-the-counter medication, & home remedies):  
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  
__________________________________________________________________________________________________  
Do you have any allergies to medication? □ No □ Yes   If yes, explain __________________________________________ 

______________________________________________________________________________________________________ 

 

Have you ever been exposed to or infected with:   □ Gonorrhea □ Hepatitis □ HIV/AIDS □ Syphilis

 No Yes Unsure 

Constitutional    

Fever, Weight Loss/Gain     □ □ □ 

Cancer     □ □ □ 
 
Ear, Nose, Mouth, Throat 

Dry Throat/Mouth □ □ □ 

Hearing Loss □ □ □ 

Sinusitis □ □ □ 

Neurological    

Seizures/Epilepsy □ □ □ 

Tension Headaches □ □ □ 
 

□   □ □ 
 

□  

Migraines □ □ □ 

Tumor □ □ □ 

Multiple Sclerosis □ □ □ 

Psychiatric    

Anxiety/Depression □ □ □ 

Other □ □ □ 
 
Vascular/Cardiovascular 

Heart Disease □ □ □ 

High Blood Pressure □ □ □ 

Stroke □ □ □ 

Respiratory    

Asthma □ □ □ 

Sleep Apnea □ □ □ 

Emphysema □ □ □ 

Chronic Bronchitis □ □ □ 
 

 No Yes Unsure 

Gastrointestinal    

Acid Reflux     □ □ □ 

Crohn’s Disease     □ □ □ 
 
Genitourinary 

Pregnant □ □ □ 

Nursing □ □ □ 

Prostate Disease □ □ □ 

Bones/Joints/Muscles    

Shingles/Herpes Zoster □ □ □ 
Cold Sores/Herpes 

Simplex □   □ □ 
 

□  

Muscle/Joint Pain □ □ □ 

Integumentary    

Anxiety/Depression □ □ □ 

Other □ □ □ 

Rosacea □ □ □ 
 
Endocrine  

Type 1 Diabetes □ □ □ 

Type 2 Diabetes □ □ □ 

Thyroid Dysfunction □ □ □ 

Lymphatic/Hematologic    

Asthma □ □ □ 

Sleep Apnea □ □ □ 

Allergic/Immunologic □ □ □ 

Seasonal Allergies □ □ □ 

  Sjorgren’s Syndrome                 □         □        □ 

  Lupus                                         □         □        □        



Ocular History: Please check reason(s) for visit 

 No Yes Unsure  No   Yes  Unsure 

Loss of Vision □ □  □ Dryness □ □ □ 

Blurred Vision □ □  □ Mucous Discharge □ □ □ 

Distorted Vision/Halos □ □      □ Redness □ □ □ 

Loss of Side Vision □ □   □ Sandy or Gritty Feeling □ □ □ 

Double Vision □ □   □ Itching □ □ □ 

Glare/Light Sensitivity □ □   □ Burning □ □ □ 

Eye Pain or Soreness □ □   □ Foreign Body Sensation □ □ □ 

Chronic Infection of Eye or Lid  □ □   □ Excess Tearing/Watering  □ □ □ 

Sties or Chalazion □ □   □ Glaucoma □ □ □ 

Flashes/Floaters in Vision  □ □   □ Cataract □ □ □ 

Retinal Disease □ □   □ Lazy Eye □ □ □ 

Eye Injury □ □   □ Crossed Eyes □ □ □ 
        

 

If you answered “Yes” to any of the above, or have a condition not listed, please explain and list medications/drops: 

__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
__________________________________________________________________________________________________ 

Family History 
 
Please note any family history (parents, grandparents, siblings, children…living or deceased) for the following conditions: 

 

Medical Condition    No Yes Unsure Relationship 

Cancer □ □ □ _____________ 

Diabetes □ □ □ _____________ 

High Blood Pressure □ □ □ _____________ 

Thyroid Disease □ □ □ _____________ 

Heart Attack □ □ □   _____________ 

Stroke □ □ □   _____________ 
 

Ocular Condition      No Yes Unsure Relationship 

Cataract □ □ □ _____________ 

Macular Degeneration □ □ □ _____________ 

Glaucoma □ □ □ _____________ 

Crossed Eyes □ □ □ _____________ 

Amblyopia □ □ □   _____________ 

Retinal Detachment □ □ □   _____________ 

    
 

 

Social History – This information is kept strictly confidential. 
 

Do you drive?     □ No    □ Yes                             If yes, do you have visual difficulty when driving?     □ No    □ Yes 

 

If yes, please describe: _______________________________________________________________________________ 
  

Do you drink alcohol? □ No □ Yes     If yes, type/amount/how long_________________________________ 

Do you use tobacco products? □ No □ Yes If yes, type/amount/how long _________________________________ 

Do you use illegal drugs? □ No □ Yes  If yes, type/amount/how long ________________________________ 

 

Does the patient have any learning or behavioral disabilities? Please explain: _____________________________________ 

  
 

 

Glasses/Contact Lens History 

Do you wear glasses?   □ No       □ Yes Are they for: □ Full time   □ Reading   □ Computer   □ Driving 

Do you wear contact lenses?   □ No □ Yes Are they comfortable?  □ No   □ Yes 

Type of contact lenses: □ Soft   □ Rigid   □ Extended Wear   □ Other   How often do you dispose of them? _________ 

Brand of contact lenses: _________________________ How many hours a day do you usually wear them? __________ 



 


	Do you have any allergies to medication: Off
	Gonorrhea: Off
	Hepatitis: Off
	HIVAIDS: Off
	Syphilis: Off
	Macular Degeneration: Off
	High Blood Pressure: Off
	Do you drive: Off
	Do you use tobacco products: Off
	undefined: Off
	No_7: Off
	Yes_7: Off
	Full time: Off
	Reading: Off
	Computer: Off
	Driving: Off
	Are they for: Off
	Soft: Off
	Rigid: Off
	Extended Wear: Off
	Other   How often do you dispose of them: Off
	Text19: 
	Text20: 
	Text21: 
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Text30: 
	Text31: 
	Text32: 
	Text33: 
	Text34: 
	Text35: 
	Text36: 
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Check Box49: Off
	Check Box50: Off
	Check Box51: Off
	Check Box52: Off
	Check Box53: Off
	Check Box54: Off
	Check Box55: Off
	Check Box56: Off
	Check Box57: Off
	Check Box58: Off
	Check Box59: Off
	Check Box60: Off
	Check Box61: Off
	Check Box62: Off
	Check Box63: Off
	Check Box64: Off
	Check Box65: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Check Box70: Off
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box86: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Check Box104: Off
	Check Box105: Off
	Check Box106: Off
	Check Box107: Off
	Check Box108: Off
	Check Box109: Off
	Check Box110: Off
	Check Box111: Off
	Check Box112: Off
	Check Box113: Off
	Check Box114: Off
	Check Box115: Off
	Check Box116: Off
	Check Box117: Off
	Check Box118: Off
	Check Box119: Off
	Check Box120: Off
	Check Box121: Off
	Check Box122: Off
	Check Box123: Off
	Check Box124: Off
	Check Box125: Off
	Check Box126: Off
	Check Box127: Off
	Check Box128: Off
	Check Box129: Off
	Check Box130: Off
	Check Box131: Off
	Check Box132: Off
	Check Box133: Off
	Check Box134: Off
	Check Box135: Off
	Check Box136: Off
	Check Box137: Off
	Check Box138: Off
	Check Box139: Off
	Check Box140: Off
	Check Box141: Off
	Check Box142: Off
	Check Box143: Off
	Check Box144: Off
	Check Box145: Off
	Check Box146: Off
	Check Box147: Off
	Check Box148: Off
	Check Box149: Off
	Check Box150: Off
	Check Box151: Off
	Check Box152: Off
	Check Box153: Off
	Check Box154: Off
	Check Box155: Off
	Check Box156: Off
	Check Box157: Off
	Check Box158: Off
	Check Box159: Off
	Check Box160: Off
	Check Box161: Off
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Check Box177: Off
	Check Box178: Off
	Check Box179: Off
	Check Box180: Off
	Check Box181: Off
	Check Box182: Off
	Check Box183: Off
	Check Box184: Off
	Check Box185: Off
	Check Box186: Off
	Check Box187: Off
	Check Box188: Off
	Check Box189: Off
	Check Box190: Off
	Check Box191: Off
	Check Box192: Off
	Check Box193: Off
	Check Box194: Off
	Check Box195: Off
	Check Box196: Off
	Check Box197: Off
	Check Box198: Off
	Check Box199: Off
	Check Box200: Off
	Check Box201: Off
	Check Box202: Off
	Check Box203: Off
	Check Box204: Off
	Check Box205: Off
	Check Box206: Off
	Check Box207: Off
	Check Box208: Off
	Check Box209: Off
	Check Box210: Off
	Check Box211: Off
	Check Box212: Off
	Check Box213: Off
	Check Box214: Off
	Check Box215: Off
	Check Box216: Off
	Check Box217: Off
	Check Box218: Off
	Check Box219: Off
	Check Box220: Off
	Check Box221: Off
	Check Box222: Off
	Check Box223: Off
	Check Box224: Off
	Check Box225: Off
	Check Box226: Off
	Check Box227: Off
	Check Box228: Off
	Check Box229: Off
	Check Box230: Off
	Check Box231: Off
	Check Box232: Off
	Check Box233: Off
	Check Box234: Off
	Check Box235: Off
	Check Box236: Off
	Check Box237: Off
	Check Box238: Off
	Check Box239: Off
	Check Box240: Off
	Check Box241: Off
	Check Box242: Off
	Check Box243: Off
	Check Box244: Off
	Check Box245: Off
	Check Box246: Off
	Check Box247: Off
	Check Box248: Off
	Check Box249: Off
	Check Box250: Off
	Check Box251: Off
	Check Box252: Off
	Check Box253: Off
	Check Box254: Off
	Check Box255: Off
	Check Box256: Off
	Check Box257: Off
	Check Box258: Off
	Check Box259: Off
	Check Box260: Off
	Check Box261: Off
	Check Box262: Off
	Check Box263: Off
	Check Box264: Off
	Check Box265: Off
	Check Box266: Off
	Check Box267: Off
	Check Box268: Off
	Check Box269: Off
	Check Box270: Off
	Check Box271: Off
	Check Box272: Off
	Check Box273: Off
	Check Box274: Off
	Check Box275: Off
	Check Box276: Off
	Check Box277: Off
	Check Box278: Off
	Check Box279: Off
	Check Box280: Off
	Check Box281: Off
	Check Box282: Off
	Text283: 
	Text284: 
	Text285: 
	Text286: 
	Text287: 
	Text288: 
	Text289: 
	Text290: 


