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Eye Symptoms Questionnaire
Please take a few minutes to help us understand your eye discomfort. 

	My eyes burn (circle ONE)
	VERY MUCH
	SOMEWHAT
	VERY LITTLE
	NOT AT ALL

	My eyes itch (circle ONE)
	VERY MUCH
	SOMEWHAT
	VERY LITTLE
	NOT AT ALL

	My eyes have a generalized ache (circle ONE)
	VERY MUCH
	SOMEWHAT
	VERY LITTLE
	NOT AT ALL

	My eyes have a specific site of pain (circle ONE)
	VERY MUCH
	SOMEWHAT
	VERY LITTLE
	NOT AT ALL

	In general (related to all symptoms above) what is the worst time of day for your symptoms.
	ALL DAY LONG
	EARLY MORNING
	LATE IN THE DAY
	

	My eyes have excessive tearing (circle ONE)
	VERY MUCH
	SOMEWHAT
	VERY LITTLE
	NOT AT ALL

	If yes, when do they tear? 

(circle all that apply)
	EVERY MINUTE OF THE DAY
	AFTER WAKING IN THE MORNING
	LATE IN THE DAY
	IN THE CAR

	If yes, from where do the tears drip?
	OUTER CORNER (TOWARD EAR)
	INNER CORNER (TOWARD NOSE)
	NOT SURE
	

	Circle any of the following types of medications that you take, including non-prescription 
	BLOOD PRESSURE
	ALLERGY
	HORMONE OR BIRTH CONTROL
	ACCUTANE

	Circle any medical history you have
	RHEUMATOID ARTHRITIS
	THYROID DISEASE
	ENVIRONMENTAL ALLERGIES
	LASER VISION CORREC-TION

	Treatments I am now using 

(circle all that apply)
	WARM COMPRESSES
	BABY SHAMPOO SCRUBS
	LUBRICANT EYE DROPS
	WRAP-AROUND GLASSES

	
	FLAX SEED OIL
	HUMIDIFIER IN MY HOME
	MEDS BY MOUTH FOR DRY EYE
	TEAR PLUGS

	
	RESTASIS DROPS
	OTHERS _______________________________


Please use the empty space for additional comments.

Please return this form to our staff.

Thank you for your assistance!

