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PATIENT QUESTIONNAIRE: REFRACTIVE SURGERY 

 
 

Name: _______________________________________ Date of Birth: ____________________________________ 
  
Reason for choosing Refractive Surgery (Check all boxes that apply.) 

 Job Requirement  Can’t wear contact lenses 
 Recreational Activity (swimming, skiing, etc.)  Improved functional ability 
 Cosmetic (I hate my glasses)  Reduce dependence on glasses/contact lenses 
 Simply Fed Up  Other _______________________________________ 

  
1. What concerns do you have about laser vision correction?  

      ____________________________________________________________________________________________ 

2. If you are considered a candidate, when would you be interested in having laser vision correction?  

      ____________________________________________________________________________________________ 

 
3. Please rate the following below for the right and left eye, with correction (glasses/contacts.) 
 
 RIGHT EYE LEFT EYE 
 Absent Mild Moderate Severe Very 

Severe Absent Mild Moderate Severe Very 
Severe 

Light sensitivity           
Headaches           
Pain           
Redness           
Dryness           
Burning           
Gritty feeling           
Glare           
Halos           
Blurry vision           
Ghost images           
Fluctuation of vision           
Difficulty with night 
driving 

          

           
Other Problems: _____________________________________________________________________________ 

Comments:          _____________________________________________________________________________ 

 

__________________________________________________ 
Signature of patient (if over 18) or patient’s parent or legal guardian 

______________________________ 
Date 

__________________________________________________ 
If signed by parent or legal guardian, print name 

_______________________________ 
Relationship 
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