VISION RISK ASSESSMENT

Patient Name: Date of Birth:

Please answer the questions below:

1. Does your infant or child wear eye glasses? Y N

2. If so, when was their last eye exam?

3. Does your child seem to see well?
4. Does your child hold objects close to their face when trying to focus?
5. Do your child’s eyes appear unusual or seem to cross, drift or be lazy?

6. Do your child’s eyelids droop or does one eyelid tend to close?

< < < o< X
z z Z Z Z

7. Have your child’s eyes ever been injured?
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