
Do you like your current glasses?

Impact Resistant Lenses

Videogames
Handheld Toys/Puzzles

Have you worn glasses before?

How old are your current glasses?

CraftsSports
Playing Outside

Yes

Daily Wear
Safety Glasses
Sports Goggles 

Prescription Sun
Computer Glasses
Multiple Pairs 

What type of glasses can we help with today?

Plastic Metal

Do you prefer plastic or metal frames?

Either/Unsure

No

Please check any of the following that you might be
interested in:

Tinted Lenses
Computer Lenses

Polarized Sunglasses
Anti-Reflective Coating
UV Darkening Lenses

What I love To Do
Drawing/Coloring

Other

Yes No

Patient's Name

Relat ionship:

Phone Number:

please answer all questions from patient's perspective:

When do you want/need to wear
your glasses?

Full-Time
Near Only
Distance Only
Computer Use
When Not Wearing Contacts

Glaucoma
Diabetic Retinopathy

Trauma
Keratoconus/Corneal Disorder
Retinal Defects/Degenerations

Macular Degeneration

Other

Other
None

Hearing Aids
Facial Structure 
Other

Eye Health History 

Are any of the following potential
hurdles for successful glasses wear?

Daily Tasks or Hobbies
Patient Cooperation/Comprehension

Sensory Issues
Activity Level 

guardian's signature:

Patient's DOB

Guardian’s  Name:

Emai l  Address:

Home Address:



Are you verbal or partially verbal?

Do you have non verbal responses to stress or anxiety?

Mid Morning

please answer all questions from patient's perspective:

What accommodations can we provide for you?

Do you have sensory issues from the weight of clothing or shoes?

Is there a time of day that works better for you?

Are there any particular stims that you would like us to be aware of?

How else can we help you have an awesome visit?

Verbal Partial

Early Morning

Elaborate if desired:

Are you sensitive to sounds/noises?

Do bright lights bother you?

Yes No Sometimes

Yes No

Late Afternoon
Early Afternoon

Other
Anytime

Yes No Sometimes

Yes No Sometimes


