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Broadway Vision Source     Patient Health History Form 
 A Member of 

        Today’s Date:______________ 
 
Please complete this form prior to arriving at our office.  If you are unable to, please arrive at least 15 minutes 
prior to your appointment in order to allow time to complete it.  This will better assure prompt service.  Thank 
you! 
 
Patient Name:___________________________________________________  Birthdate:_______________ 
 
Gender:  M___  F___     
Race:         Ethnicity: 
 ___African American     ___Hispanic or Latino 
 ___American Indian or Alaskan Native  ___Not Hispanic or Latino 
 ___Asian      ___Native Hawaiian or Other Pacific Islander 
 ___Caucasian 
 ___Hispanic       
 ___Native Hawaiian or Other Pacific Islander 
 
Primary Care Physician:_______________________________________________________ 
 

Medical/Family History 
 
Please list all your current medications  (including over-the-counter, vitamins, and/or herbal therapy): 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
List any adverse or allergic reactions to medications or eye drops:___________________________________ 
__________________________________________________________________________________________ 
 
List all major surgeries (including eye surgery):___________________________________________________ 
__________________________________________________________________________________________ 
 
Please indicate if any of the condition apply to you or a family member (blood relatives only): 
 
Disease/Condition  Yourself Family Member Relationship 
Blindness   ____  ____   ___________________________________ 
Cataract   ____  ____   ___________________________________ 
Glaucoma   ____  ____   ___________________________________ 
Macular Degeneration ____  ____   ___________________________________ 
Retinal Detachment  ____  ____   ___________________________________ 
Strabismus (eyes are not  ____  ____   ___________________________________ 
aligned with one another)  



2 
 

 
Women:   Are you pregnant?    Yes____ No____ 
   Are you breast feeding? Yes____ No____  
 
Review of Systems: Please indicate below if you have any of the following conditions (with or without 
medication): 
 
Allergic/Immunologic    Cardiovascular   Ear, Nose, Throat  
____None     ____None    ____None 
____Lupus (SLE)    ____High Blood Pressure  ____Sinusitis 
____Rheumatoid Arthritis   ____High Cholesterol   ____Upper Respiratory  
____Environmental Allergies   ____Heart Disease             Infection  
____Seasonal Allergies   ____Stroke    ____Other 
____Other (eg; Latex)    ____Vascular Disease 
 
Endocrine      Gastrointestinal   General Health 
____None     ____None    ____None 
____Diabetes      ____Acid Reflux/Ulcer  ____Cancer 
____Hormone Dysfunction    ____Colitis    ____Fatigue  
____Thyroid Dysfunction   ____Crohn’s Disease   ____Fever 
____Other     ____Other    ____Trauma 
           ____Weight loss/gain  
                    (more than 20 lbs) 
 
Genital/Urinary    Hematologic/Lymphatic  Muscle/Skeletal 
____None     ____None    ____None 
____Herpes/Chlamydia   ____Anemia    ____Arthritis 
____HIV Positive    ____Bleeding Disorder  ____Ankylosing Spondylitis 
____Urinary Tract Infection    ____Leukemia    ____Fibromyalgia 
         (existing)     ____Other    ____Other 
____Other 
 
Neurological     Psychiatric    Respiratory 
____None     ____None    ____None  
____Epilepsy     ____Anxiety Reaction   ____Asthma 
____Multiple Sclerosis   ____Bipolar    ____Bronchitis 
____Tremors     ____Depression   ____Emphysema 
____Other     ____Schizophrenia   ____Other 
      ____Other 
 
Social 
____Tobacco Use:  (please circle) Current Smoker   Packs per day_______  For how long?_________ 
     Former Smoker How long ago did you quit?____ 
____Recreational Drug(s) 
____Alcohol Consumption: Frequency per week/quantity_________________________________ 
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Chief Vision/Ocular Complaint: 
      
     Date of Onset (approximate)  Worsening Improving 
____Annual Exam (no specific complaints) 
____Blurry Vision at Distance  _________________   ____  ____ 
____Blurry Vision at Near  _________________   ____  ____ 
____Blurry Vision General  _________________   ____  ____ 
____Bump/Growth on Lid(s)  _________________   ____  ____ 
____Double Vision   _________________   ____  ____ 
____Dry Eye(s)    _________________   ____  ____ 
____Extreme Light Sensitivity  _________________   ____  ____ 
____Eye Infection   _________________   ____  ____ 
____Eye Pain    _________________   ____  ____ 
____Flashes    _________________   ____  ____ 
____Floaters    _________________   ____  ____ 
____Headaches   _________________   ____  ____ 
____Itchy Eye(s)   _________________   ____  ____ 
____Loss of Vision   _________________   ____  ____ 
____Red Eye(s)    _________________   ____  ____ 
____Other (please elaborate): 
 
Contact lens wearers:  where was your latest prescription obtained (not to be confused with where you 
obtained your contact lenses)?_______________________________________________________________ 
 
Please sign below to acknowledge that this form is current: 
 
Signature:________________________________________________ Date:_____________ 
 
 

Acknowledgement of Receipt of Notice of Privacy Practices 
My signature below verifies that I have received a copy of the Broadway Vision Source Notice of Privacy 
Practices. 
 
Name of Patient (print):______________________________________________________ 
Signature: ______________________________________________  Date: _____________ 
 
Signature of Patient Representative (if patient is a minor or an adult unable to sign this form) 
______________________________________________  Date: _____________ 
 
Relationship of Patinet Representative to Patient:________________________ 
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