Lifestyle Assessment Form

                                            Vision & Your Lifestyle

Please take a moment to complete this questionnaire so we can better understand your daily vision needs. 

What is your occupation? _____________________________________

How many hours do you spend reading on a daily basis? _____________

How many hours do you spend working on a computer on a daily basis?

_______ Avg. # of hours per day

Check one: Do you work in Bright light?____  Medium light ____ Low light ____

Do your eyes feel tired or strained at the end of the workday?
Yes ___   No ___

Do you experience sensitivity to light?  



Yes ___   No ___ 

Does glare bother you? 





Yes ___   No ___

Do you regularly participate in an outdoor exercise program?
Yes ___   No ___

Do you participate in any contact sports?


             Yes ___   No ___

Do you wear sunglasses with UV protection?


Yes ___   No ___

Does driving at night bother you?




Yes ___   No ___

Leisure Activities

___ Tennis







___ Contact Sports

___ Racquetball






___ Jogging/Walking

___ Boating







___ Snow Skiing

___ Fishing







___ Hunting

___ Scuba diving





            ___ Golf

___ Drawing/Painting




___ Needlework

___ Woodwork/Furniture Refinishing



Eyewear Needs






Occupational Eyewear Needs

___ Daily Wear






Computer Glasses ____



___ Driving







Protective
        ____

___ Non prescription Sunglasses


Absorption
        ____

___ Prescription Sunglasses


Safety

        ____

___ Sport

___ Safety




___ Reading

___ Fashion Frames

___ Colored Contact Lenses

Are you interested in Corneal Refractive Therapy?                    Yes ___   No ___

Are you interested in Laser Vision Correction?


  Yes ___   No ___

