Henderson Optometrist Questionnaire
Name:







Date of Birth:
[image: image1]
Address:






Tel No:
Reason for visit:

Who suggested you come to Henderson Optometrist? 
Is a coloured overlay used?       YES / NO.    If so how many weeks has it been used for? 






Please tick the following if appropriate:

Words move 
Words merge

Patterns or shadows in text



Text seems to stand out in 3-D above the page
Words or letters fade or darken 
Discomfort with certain artifical lights and flicker 





Loses place when reading / Misses out lines / Skips words


Poor hand writing/ Unequal letter size and spacing








Poor comprehension of reading / Slow reading / Aversion to reading 
Reversals of letters e.g. b and d

Poor spelling 








Slow learning to speak / Difficulty learning nursery rhymes


Slow to learn connections between letters and sounds





Slow to learn sounding out words








Slow to learn left from right and/or telling the time 


Difficulty with sequences e.g. days of the week










Difficulty following verbal directions









Restlessness and lack of attention










Clumsy / Co-ordination difficulties / Difficulty with sports

Other relevant information (e.g. history of premature birth, medical conditions, medications)

