***   DR. DEN BESTE AND ASSOCIATES    ***    MEDICAL HISTORY QUESTIONNAIRE   ***
Information asked for below is required by Medicare and medical insurance plans. All information is private and confidential & will not be released to anyone except by written authorization from you or your legal guardian.

Name: __________________________________________

Date ___________________

Date of Birth: ______/_______/______

Primary Care Physician: _______________________________ 
Physician’s Telephone :(_______) ___________________
Any medication allergies? [None] ______________________    
Are you pregnant? ___ Yes ___ No ___ N/A

Current eye medications: [None] ____________________________________________________________________

Current medications: [None] _______________________________________________________________________

Eye surgical procedures & dates: [None] ______________________________________________________________

Non-eye surgical procedures & dates: [None] __________________________________________________________
Date of last complete eye examination:____/____/____  Date of last complete medical physical:____/____/____

Do you or any blood-related family members have or have had any of the following? Please explain “YES” answers below, including the date of diagnosis for any of your diseases or problems, and who in your family has/had any diseases or problems:

Eye injuries____________________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

General Surgery________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A 
Loss of vision__________________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A
Glaucoma_____________________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Macular degeneration____________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A 

Cataracts______________________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Retinal detachment______________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A 

Diabetic eye disease______________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Amblyopia (healthy eye NOT seeing 20/20 WITH glasses)________________________________________________
SELF 
FAMILY

Y 
N 
N/A 

Strabismus (an eye turning in, out, up, or down)_______________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Legal blindness (WITH glasses)______________________________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Any other eye diseases____________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Seasonal or general allergies________________________________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Rheumatoid arthritis, lupus, other autoimmune diseases (circle)___________________________________________
SELF 
FAMILY

Y 
N 
N/A

Heart disease, high blood pressure, chest pain (circle)___________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Circulation problems, blood vessel disease___________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Breast disease__________________________________________________________________________________ 
SELF 
FAMILY

Y 
N 
N/A 
Recent fever or weight loss (circle)__________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Ear pain, hearing loss, nosebleeds, hoarseness (circle)___________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Thyroid condition, pituitary or other endocrine glands (circle)_____________________________________________
SELF 
FAMILY

Y 
N 
N/A

Diabetes_______________________________________________________________________________________ 
SELF 
FAMILY

Y 
N 
N/A 
Ulcers, or diseases of abdomen, stomach, or intestines (circle)____________________________________________
SELF 
FAMILY

Y 
N 
N/A

Diseases of liver or spleen (circle)___________________________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Diseases/problems with reproductive organs, kidney or bladder (circle)_____________________________________
SELF 
FAMILY

Y 
N 
N/A

Bleeding disorders, anemia, phlebitis, other blood disease (circle)__________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Swelling or problems with lymph nodes_______________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Chronic skin rashes, skin cancer or other skin problems (circle)____________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Osteoarthritis, bone, joint or muscle diseases or conditions (circle)_________________________________________
SELF 
FAMILY

Y 
N 
N/A

Lumps or tenderness in neck or other neck problems (circle)______________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Neurological disease, paralysis, stroke, seizures (circle)__________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Frequent headaches______________________________________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Mental illness, depression__________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Shortness of breath, lung disease, tuberculosis, emphysema (circle)________________________________________ SELF 
FAMILY

Y 
N 
N/A 
Any forms of cancer_______________________________________________________________________________
SELF 
FAMILY

Y 
N 
N/A

Any other diseases or conditions_____________________________________________________________________ SELF 
FAMILY

Y 
N 
N/A 
SOCIAL HISTORY: 

Sports:________________________________________ Hobbies:__________________________________________

Alcohol use? No Yes
 Average drinks per day?_____ 
Tobacco use? No Yes Average packs a day?____

Use of illegal drugs or use of drugs not prescribed for you? No Yes 
Please describe: __________________________________________________________________________________

History Provided:_______________________​_____________________ 


Patient Signature and Date

History Reviewed:___________________________________________


Physician or Intern Signature and Date
