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FOLLOWUP PATIENT QUESTIONNAIRE: 
 
Name: ________________________________________________ D.O.B.:__________________ 
 Last Name   First Name       D/M/Y 
 
PLEASE NOTE ANY CHANGES: 
Address:_______________________________________________________________________ 
 
City: ________________________________________  Postal Code: __________________ 
 
Home Phone #: ______________________________     Work Phone #: ______________________________ 
 
Email address: ________________________________  Cell Phone #: ____________________________ 
 
Family doctor:  ________________________________ Phone #: _________________________ 
 
Health Card #: ____________________________________  Version Code: _________________ 
 
 
 
PLEASE COMPLETE THE FOLLOWING: 
 
Any new eye problems or concerns?   
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Uveitis patients:  � Pain � Redness  � Sensitivity to light  � Floaters � Light flashes � Blurred vision 
 
Current Eye drops: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
 
New Medical History: 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
Medications (pills or injections) and Vitamins: 
__________________________________________________________________________________________
_________________________________________________________________________________________ 
 
 


