

           Patient Lifestyle Questionnaire
Name ____________________________________Age _________Occupation_______________________________

Do you wear contact lenses? ___________ Are You Interested in Contact Lenses? _______________________
How often and for how long do wear your glasses? __________________________________________________

Do you have a back-up pair of glasses? _____________________________________________________________

What do you like most about your previous eyewear? _______________________________________________

What do you like least about your previous eyewear? _______________________________________________

Do you drive? _____________________________________ At night? ______________________________________

Do you ever have problems with glare? _____________________________________________________________

Do you have problems with bright sunlight? _________________________________________________________

Do you have prescription sunglasses? ________________________________________________________________
How often do you wear them? _____________________________________________________________________

Do you work on a computer? _______________________ How many hours a day? _______________________

What kind of recreational activities are you involved in? _____________________________________________
 ___________________________________________________________________________________________________
What kind of sports do you play and how often do you play them? ___________________________________
 ___________________________________________________________________________________________________
Do you have any hobbies? _________________________________________________________________________

Do you have any special interests? __________________________________________________________________

How important is your eyewear appearance to you?  Very _____    Fairly ______   Not at all _______

If I could show you a product that would benefit you in both comfort and improved vision would you be willing to invest more?  

Yes _________ No ________
Special concerns you’d like the Doctor to address: ___________________________________________________

 ___________________________________________________________________________________________________

___________________________________________________________________________________________________

