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CBILDRENS VISION QUESTIONNAIRE - EXTENDED 

Please fill·out this questionnaire grefully. Please retum it to our office prio, to your 

appointment in the envelope provided. · THANK YOU. 

Appointment: Day ______ _ Date _________ Time ______ _ 
Patient's Namt!: -:---------------,----------------

GENERAL INFORMATION 

Child's Full Name: ___________________________ _ 
Male __ Female __ 

Bitth Date: ___ _.;.. __________ Age: ___ yeat-s __ __;months 
Name and address of school: ------�-------------------
Grade: Teacher: _____ School Nurse: _____ Principal: _____ _ 
Is your child especiall�f afraid of doctors? ______ _ 
Child's dominant hand (circle): right or left? Has guidance been given in use of hand? Yes □ No □
Were you referred to our office? Yes Cl No D 

If yes whom may we thanl, for this referral? ________ Phone: ______ _ 
Address: ______________________________ _ 

Please list the names and birth dates of your family: 

Father/Caretaker __________ � ____ .Birth Date _________ _ 
Mother/Caretaker Birth Date _________ _ 
Sibling Birth Date 
Sibling Birth Date _________ _ 
Sibling Birth Date _________ _ 
Sibling Birth Date _______ _.;.. __ 

RESPONSIBLE PERSON INFORMATION 

Home Address: ___________ City: ______ Zip: ______ _
Home Phone: Business Phone: ----'------------

Ce II Phone: E-Mail:---------------
FatheriCaretaker's Occupation: __________ Business Phone: ______ _ 
Business Address: __________ City: ______ Zip: ______ _ 
Mother/Caretaker's Occupation: Business·Phone: ______ _ 
Business Address: _· __________ City: ______ Zip: ______ _ 
Social Security Number: Driver's License#: ______ _ 

MEDICAL HISTORY 

Pediatrician's Name: ___________ Date of Last Evaluation: ______ _ 
For what reason? ----:---------------------------
Results and recommendations: ______________________ _ 
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