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ADULT QUESTIONNAIRE
Name………………………..………………… Date of Appointment……..…..…..………Fee £….……..….

YOUR PRESENT SITUATION

Describe your main concern of visual difficulty………………………………………………………………………

Do you feel your vision hinders your daily activities in any way?  If so, how?

Please provide one tick for occasionally, two ticks for often. Add comments below.

…. Reduced acuity at near or far* 

.… General or visual* fatigue at end of day

.… Blur at distance or near* after reading
.… Covering or closing one eye (when?)

…. Eyes itch, burn, tear, red at distance

…. Headaches (when?)

…. Occasional double vision at near or far*
…. Likes head close to the page

…. Omission of words when reading or

…. Letters or words appear to float around

     copying material

…. Frequent loss of place when reading or
…. Using finger or marker to keep place reading    

     copying

…. Re-reading for comprehension


…. Excessive head movement when reading

…. Confusion of what is being seen or read*
…. Head tilt or turn

…. Short attention span when performing
…. Postural changes when doing desk work

     visual tasks

…. Repetition or sequence errors writing

…. Difficulty aligning columns of numbers

     numbers

…. Difficulty judging distances in sports

…. Poor pen control

     and/or driving

…. Clumsiness/awkwardness in general movement activities

*Delete or highlight.  Comments on any above checked items: …………………………………….……….

………………………………………………………………………………………………………………………….…………….

VISUAL HISTORY:

Previous eye examinations:  Practitioner’s name: …………………………………..…Date: …………………

Reason for examination: …………………………………………………………………………………………………….

Results/Advice: …………………………………………………………………………………………………………………

Do you wear glasses or contact lenses? …………………………..When: ………………………………………..

When did you first wear glasses? …………………How long have you had present lenses? ……..…...

Please give details of any infections, injuries or any other eye problems that needed treatment:

…………………………………………………………………………………………………………………………………………

Members of the family who have had visual attention, (e.g. Glaucoma, Cataracts, Retinal conditions?)

Name:



Relation:


Age:


Visual situation:

…………………………………     …………………….…………    ………………………        ……………………..

…………………………………     ……………………………….    ……………………..         …………………….

………………………………..      ……………………………….    ……………………..         …………………….

MEDICAL HISTORY:

Most recent medical examination:  Date: …………………………….Results: …………………………………


GP’s name: ……………………………….Address: ………………………………………………………………………..

Do you have a history of the following: Blood Pressure, Glaucoma, Diabetes, Thyroid condition?

……………………………………………………Current  Condition & Medication…………………………………….

…………………………………………………Any dietary supplements:…………………………………………………

EMPLOYMENT AND STUDY:

Current Position:

…………………………………………………………………………………………………………………………………………

Describe briefly your daily activities at work or college:

…………………………………………………………………………………………………………………………………………

How many hours daily do you spend at:

A Desk?…….…Reading or studying? …..…. On computer? ……… Eye to screen distance?………cm

Do you feel you are getting adequate return for the amount of effort put into a task?

………………….   

Any additional courses of study?

…………………………………………………………………………………………………………………………………………

RECREATIONS:

Do you drive regularly?……………………………..  How many miles per week?……………………………...

How much do you watch TV  Hours per day? …… Days per week? …… Viewing Distance: ……..m

