Patient Health Questionnaire

Name_________________________ Date_________ DOB________ SS#_______________

Please Circle or fill-in your answers

Do you have: 

· Eye discomfort?     No/Yes _____________________________________________________________

· Poor side vision?    No/Yes _____________________________________________________________

· Blurred vision with glasses/contacts?     No/Yes _____________________________________________

· Trouble focusing with glasses/contacts?     No/Yes __________________________________________

Have you had any eye injuries?     No/Yes   What/When? ___________________________________________

Have you had any eye surgeries?   No/Yes   What/When? ___________________________________________

Do you or any one in your immediate (Parents, Brothers/Sisters or grandparents) family have:  

· Any eye diseases?
No/Yes…. Me / Parent / Sibling / Grandparent

· Glaucoma?  
          
No/Yes…. Me / Parent / Sibling / Grandparent

· Cataracts?
          
No/Yes…. Me / Parent / Sibling / Grandparent

General Family Medical History:


Diabetes?

No/Yes… Me / Parent / Sibling / Grandparent



High blood pressure?    No/Yes… Me / Parent / Sibling / Grandparent


High cholesterol?
No/Yes… Me / Parent / Sibling / Grandparent


Heart disease?

No/Yes… Me / Parent / Sibling / Grandparent


Thyroid disease?
No/Yes… Me / Parent / Sibling / Grandparent


Arthritis?

No/Yes… Me / Parent / Sibling / Grandparent


Cancer?

No/Yes… Me / Parent / Sibling / Grandparent

Do you have any problems with:  

Ears/Nose/Throat?
No/Yes                          Pituitary disease? 
No/Yes

 Respiratory?

No/Yes


Circulation?

No/Yes


Genitourinary?

No/Yes


Gastrointestinal?
No/Yes


Nervous System?
No/Yes


Depression/Anxiety?
No/Yes


Skin?


No/Yes


Allergies/Hay Fever?
No/Yes (Please list)__________________________________________________


Drug allergies?

No/Yes (Please list) _________________________________________________
Do you have any other health problems? ___________________________________________________________
Please list any medication(s) you take: ____________________________________________________________
Please list any operations you have had: ___________________________________________________________
Do you use tobacco?   No/Yes   How much? ________________________________________________________
Do you drink alcohol? No/Yes  (Rarely)   (Occasionally)   (Frequently)

ROS Changes: 

 DATE:


CHANGE:







Tech/Dr. Initials

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________Provider Signature:
