PARENT QUESTIONNAIRE

CHECKLIST 0F VISION PROBLEMS

Childs name……………………………………..   Date………….
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 Please mark symptoms which occur frequently with 

Those which occur occasionally with 

Skips or rereads lines






___

Loses place often and needs finger to help keep place


___

Difficulty remembering what has been read



___

Slow reading or word by word reading




___

Shows fatigue when reading





___

Holds head very close to book





___

Sits awkwardly whilst reading





___

Words move around or swim on page




___

Rubs eyes during and after reading




___

Writes crookedly, poorly spaced letters,




cannot stay on ruled lines, excessive pressure used



___

Writes up - or downhill






___

Orientates and draws poorly on paper




___ 

Frequently tripping or stumbling





___

Difficulty with ball games 





___

Questions for Children

Does your vision get blurry at anytime?




___
Can you make it clear?






___
Do you ever see objects double?





___
Do you get headaches, feel dizzy or get carsick?



___
Do letters and lines “run together” or words” jump”



___
Does light bother your eye?





___

Any scores with 
or more than two scores with 
indicate that referral to an optometrist specialising in children’s eye care is needed.

Please contact:

Smita Trivedi Optometrist

Cleveden House, 455 High Road, Wood Green, N22 8JD

Tel: 0208 889 0818

Fax: 0208 888 0399

Email: email@smitatrivedi.com

Website: www.smitatrivedi.com
