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Patrick and Menzies Independent Optometrists 

84 High Street ( Braintree ( CM7 1JP ( 01376 320419

Pre-Assessment Child Questionnaire

Assessment Appointment ……………………………………

Patient’s name
……………………………………
…….Date of Birth……………

Home Address
………………………………………………………..




…………………………………………………………




…………………………………………………………

Post Code


………………………

Telephone (H)

………………………

Telephone (Other)
……………………..

Email


…………………………………………………………

School


…………………………………………………………

Who referred you to our practice?
………………………..

Name/Address GP
…………………………………………………………




…………………………………………………………

This questionnaire will allow us to plan for your appointment and fine-tune the assessment to suit the patient’s exact requirements. Comments from the teacher would also be useful – use a different colour pen.


What is the patient’s ;

Best subject





Worst subject


Special interests/Hobbies

What is the patient’s current reading age?


Has there been any previous visual care?



YES/NO

Please include glasses/hospital visits/exercises/patching/surgery.

If applicable, please bring a copy of the most recent spectacle prescription to the appointment.
If spectacles have been prescribed, are they still worn?

YES/NO

If YES, when are they worn?


Does the patient report any of the following?

Please tick as appropriate, use two ticks if very common
YES
NO

___
___
Skip over or omit words when reading

___
___
Loses place when reading

___
___
Use finger or bookmark to keep place

___
___
Complains of blurred vision whilst reading

___
___
Complains of print doubling/wobbling/running together

___
___
Headaches with visual tasks (reading/writing/computer/TV)

___
___
Excessive tiredness after close work

___
___
Pain or discomfort around eyes with close work

___
___
Excessive eye rubbing or blinking

___
___
Frowning/scowling/screwing up eyes with visual tasks

___
___
Closing or covering one eye with visual tasks

___
___
Closing or covering one eye in bright light

___
___
Sensitive to glare/Watery eyes in bright light

___
___
Constantly changing working distance for close tasks

___
___
Holding things/getting very close to visual task

___
___
Difficulty in copying board work

___
___
Reversals when reading/writing (eg ‘was’ when ‘saw’)

___
___
One eye turning in/out/up/down at any time

___
___
Avoids close work

     

YES
NO

___
___
Untidy handwriting

___
___
Letters formed backwards when writing

___
___
Discomfort in hand when writing

___
___
Difficulties with spelling

___
___
Spelling errors generally phonetic

___
___
Can learn spellings well for tests

___
___
Difficulty with co-ordination

___
___
Problems with balance

___
___
Prone to travel sickness


Were there any complications during pregnancy or at birth?

Please give details.

YES
NO








YES
NO

___
___
Was birth premature
Was birth weight low
___
___

___
___
Caesarian section?

Forceps?


___
___

___
___
SCBU?



Jaundice?


___
___

___
___
Did child thrive?

Milestones

At what age did the patient

Crawl………
Was crawling normal?




___
___

Walk……….


Talk………..
Was speech therapy needed? 



___
___

Is speech now clear?




___
___


YES
NO

___
___
Does the patient have any health problems?

___
___
Does the patient suffer from allergies?

___
___
Does the patient have any nutritional/eating problems?

___
___
Does the patient suffer from migraine?

If yes to any, please give details

YES
NO 
Who?

___
___
___
Is there any family history of visual problems?

___
___
___
Is there any family history of dyslexia/other difficulty?

___
___
___
Is there any family history of migraine?

If yes to any, please give details and indicate which member of the family (Father/Mother/Sibling)


Please indicate hand dominance (Left  /Right  /Ambidextrous)

Patient……….

Mother……..

Father……..

Siblings 1……

2……………….

3……………….

4……………

YES
NO

___ 
___
Does the patient confuse directions and lefts and rights?

YES
NO

___
___
Has there been any hearing problems?

Please give details and which ear if known?

___
___
Have grommets been used?

___
___
Is hearing now reported to be normal?

___
___
Does the patient respond well to verbal instructions?


YES
NO

___
___
Does the patient play any sports? What?…………………………..

___
___
Does the patient have difficulty catching a ball

YES
NO
___
___
Does the patient enjoy school?

___
___
Do you think the patient is reaching reading potential?

___
___
Does the patient read as well as (age-matched) siblings?

___
___
Does the patient have difficulties with subjects other than 

English? Which......................................................

___
___
Is there a large mismatch in progress between subjects?

___
___
Has the school expressed any concerns about progress?

___
___
Is the patient receiving any extra support in/out of school?

___
___
Have there been any behavioural problems?

___
___
Have any other tests been carried out? 

(eg educational psychological evaluation?) 

Please give details/could we see any reports?


Please give details of any other factors/information that you feel may be helpful.

Please turn over


It is often beneficial to discuss examination results with other professionals working with the patient; please sign below to authorise this exchange of information.

Signature…………………………………………………

Date…………………………..

Relation to patient………………………………….

Data may be used for clinical research papers. Data will be anonymous with patient details being kept strictly confidential at all times. 

Please sign only if you are happy for data to be used.

Inclusion or exclusion from data analysis for research purposes will not affect your assessment/training program.

Signature…………………………………………………

Date…………………………..

Professional Fees for the Vision in Learning Clinic are NOT covered by the NHS.

Cancellation fees apply;

More than 12 hours notice



No cancellation fee

On the day of the appointment


50% of fee




Failing to arrive




100% of fee


I accept the fee structure

Signature…………………………………………….


Date…………………………

Please make sure this questionnaire is returned to us at least 1 week BEFORE the appointment.

We look forward to the appointment and of being help to you.

What are your chief concerns that have led you to seeking our help?








Previous Visual History





Visual Signs








General Signs








Developmental History





Health





Family History





Laterality





Hearing





School








Sport








Other Factors/Information








Declarations











