

           Patient Health Questionnaire
Name ____________________________________Birth Date _________Occupation__________________________
Employer____________________________________Home Address________________________________________

____________________________________________________________________Home Phone__________________

Work Phone______________Social Security #______________________Date Of Last Visual Exam___________

Marital Status_____________________________________________________________________________________ 

Spouse’s Employer_________________________Position___________________Work Phone__________________

Insurance Provider_________________________________________________________________________________

Family History of the Following:


Allergies


____
Sinus Problems
____
Diabetes
____

High Blood Pressure
____
Cataracts
____
Glaucoma
____


Macular Degeneration
____
Blindness
____
Lazy Eye
____


Heart Problems/Stroke
____
Cancer

____
Arthritis

____
Please list any other health problems that run in the family___________________________________________ 

Self Health History:


Allergies


____
Sinus

____
Diabetes
____


High Blood Pressure
____
Cancer

____
Arthritis

____


High Cholesterol

____
Thyroid Problems____
Neurological
____



Heart Problems/Stroke
____
Cataracts
____
Glaucoma
____

Macular Degeneration
____
Blindness
____
Lazy Eye
____

Eye Turn

____
Injury to Eye
____
Head Injury
____


Recurrent Eye Infections
____
Spots in Vision
____
Flashes of Light
____
Name of Regular Physician_________________________________________________________________________

Please list any other personal health problems_______________________________________________________
MEDICATIONS YOU ARE CURRENTLY TAKING______________________________________________________

 ___________________________________________________________________________________________________
___________________________________________________________________________________________________
Patient Drug allergies or Sensitivities________________________________________________________________




Acknowledgement of Receipt

I acknowledge that I have received a copy of Dr. Steven L. Nottleson’s Notice of Privacy Practices.
Patient name ____________________________________________________________________________________

Signature ______________________________________________________ Date ____________________________

