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

Occupation
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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

Do you work in: (check one)                             

____Bright light 

____ Medium light

____Low light 

Do your eyes feel tired or strained at the end of the workday?



Yes ___   No ___

Recreation

[image: image2.png]


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 ___

Indicate which, if any, of the following activities you participate in:

___ Tennis









___ Contact Sports

___ Racquetball







___ Jogging/Walking

___ Boating









___ Snow Skiing

___ Fishing









___ Hunting

___ Scuba diving







___ Golf

___ Drawing/Painting






___ Needlework

___ Woodwork/Furniture Refinishing



_______________ other (please list)


General

Have you ever wanted the ability to see clearly without wearing glasses or contacts and without surgery?


Yes ___   No ___

Would you be interested in a contact lens worn while sleeping, and in the morning once you remove it, you can see clearly for all of your waking hours without glasses and contacts?


Not interested ___  Somewhat interested ___ Very interested ___

Are you interested in Laser Vision Correction?


Not interested ___  Somewhat interested ___ Very interested ___ 
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Your vision is our primary concern. If you have any questions, 

please don’t hesitate to speak with any one of our staff members.


