Children’s Vision Questionnaire

Please note: a parent or legal quardian must be present for the entire duration of

this appointment. If no parent or legal quardian is present, the patient will not be

seen.

Please fill out the following questionnaire completely and as accurately as possible:

Patient Name

Patient Date of Birth

Age years, months

Name of School

Address of School

Grade Teacher

School Nurse

Responsible Party Information

Parent(s)/Guardian(s) Name(s):

Home Address

City Zip

Phone

School

Age at the start of pre-school

Does your child generally like school: Yes No (if no, explain)
Describe any specific school difficulties

Has any grade been repeated: Yes No (if yes, why)

Kindergarten

Has your child had any special tutoring, therapy or remedial assistance: Yes No

If yes, when

With whom

How long

What subject was worked on

Results

Does your child like to read: Yes No

Does your child read for pleasure: Yes No



Overall, schoolwork is: Above average Average Below Average
Which subjects are:

Above average

Average

Below average

Are there any specific testing areas on standardized testing that your child struggles in:

Yes No (if yes, which subjects)

How much time does your child spend on homework daily

How much help are you providing

Do you feel your child is achieving his/her full potential in school: Yes No

Does your child struggle socially: Yes No (if yes, please explain)

Is there any other information you feel would be helpful in our treatment of your child

What activities occupy your child’s time

Are there any activities your child would like to participate in, but doesn’t: Yes No

Explain

Does your child play sports: Yes No
What sports

Does your child excel or under perform in each sport




