[image: image1.jpg]Dr n. med. Arkadiusz Pogrzebielski ¢, tel. 533 510 255

) Krakowskie Centrum Okulistyczne & centrumoculus.pl
O C U L U S ul. Zyblikiewicza 5/71
31-029 Krakéw

ZYBLIKIEWICZA





MEDICAL QUESTIONNAIRE

SURNAME NAME: ________________________________________________________
AGE:_____________________________________________________________________

What is the main reason for today's visit, what is the basic medical problem to be solved? __________________________________________________________________________

__________________________________________________________________________

Do you have eye problems (if yes, please explain)

YES/NO COMMENTS

Decreased vision, loss of visual acuity 

[ ] [ ] ____________________________

Sudden 




[ ] [ ] ____________________________

Gradual / slow



[ ] [ ] ____________________________

Loss of visual field




[ ] [ ] ____________________________

Flashes in the eyes ("lightnings" in the eye) 
[ ] [ ] ____________________________

Floaters in sight ("flies, points") 


[ ] [ ] ____________________________

Eye pain 





[ ] [ ] ____________________________

Eye redness 





[ ] [ ] ____________________________

Eye discharge: 




[ ] [ ] ____________________________

yellow – purulent discharge 

[ ]

white – mucous discharge 


[ ]

Itchy eyes 





[ ] [ ] ____________________________

Burning, stinging, foreign body sensation in eye 
[ ] [ ] ____________________________

Dry eyes 





[ ] [ ] ____________________________

Excessive tearing: 




[ ] [ ] ____________________________

Constant




[ ]

in the wind, on cold days 


[ ]

Eyelid complaints (lumps, drooping) 

[ ] [ ] ____________________________

Squint 





[ ] [ ] ____________________________

Double vision 




[ ] [ ] ____________________________

Do you wear glasses




[ ] [ ] 

far [ ] 

near [ ]

Do you wear contact lenses 



[ ] [ ] 

soft [ ] 
hard [ ]

name, lens manufacturer_____________________________________________________

lens power 

right eye__________________left eye_________________________
lens tolerance, lens problems __________________________________________________________________________

Do you use eye medications? 



[ ] [ ]

What kind, how long _________________________________________________________________________

Past eye injuries (which eye, what happened) 

[ ] [ ]

_________________________________________________________________________
Eye surgeries (when, which eye, what procedure?) 
[ ] [ ] _________________________________________________________________________
General health: 




YES/NO/COMMENTS

Diabetes 





[ ] [ ] For how many years? __________

Is your diabetes currently under control? 
[ ] [ ] What is your HbA1C?________%

Hypertension 




[ ] [ ] For how many years?___________

Is your hypertension under control? 

[ ] [ ] _____________________________
Heart disease (e.g. arrhythmias, heart attack) 
[ ] [ ] _____________________________

Cancers





[ ] [ ]
____________________________

Lung diseases (e.g. asthma) 


[ ] [ ] _____________________________

Kidney disease (e.g., kidney stones, failure) 
[ ] [ ] _____________________________

Prostate diseases (men only) 


[ ] [ ] _____________________________

Gastrointestinal diseases (e.g. Crohn's disease) 
[ ] [ ] _____________________________
Neurological diseases (e.g. stroke, epilepsy) 
[ ] [ ] _____________________________
Mental illness (e.g. depression) 


[ ] [ ] _____________________________
Headaches 





[ ] [ ] tension headaches [ ] migraine [ ] 

Sinus disease (e.g. sinusitis) 


[ ] [ ] _____________________________
Ear diseases, hearing disorders 


[ ] [ ] _____________________________
Skin conditions (e.g. psoriasis, rosacea) 

[ ] [ ] _____________________________
Endocrine diseases (e.g. thyroid) 


[ ] [ ] _____________________________
Is your TSH balanced? 



[ ] [ ] _____________________________
Rheumatic / autoimmune diseases 


[ ] [ ] degenerative [ ] inflammatory [ ]

Blood disorders (e.g. bleeding disorders) 

[ ] [ ] _____________________________

Infections: 
Hepatitis B or C 


[ ] [ ] _____________________________

Lyme disease 


[ ] [ ] _____________________________

Other




[ ] [ ]
____________________________

Allergies 





[ ] [ ] to eye drops [ ] to other drugs [ ]

Allergic diseases (e.g. hay fever, atopy) 

[ ] [ ] _____________________________
___________________________________________________________________________
Past surgery 





[ ] [ ] _____________________________

Have you had any complications related to local (e.g., dentist) anesthesia? [ ] [ ] ___________________________________________________________________________

Do you smoke tobacco? 



[ ] [ ] _____________________________
Family history - have close family members been diagnosed with?








YES/NO/COMMENTS

Glaucoma 





[ ] [ ] ____________________________

Age-Related Macular Degeneration (AMD) 
[ ] [ ] ____________________________
Retinal detachment 




[ ] [ ] ____________________________

Date 






Signature _____________________
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