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Diseases and Surgery of the Eye
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Please bring this form with you on the day of your appointment

Name:

1. If cataract surgery is necessary, how important is it for you to see without glasses after your
procedure? (Circle one)

Very Important Important Somewhat Important Not Important

2. What is your occupation?

3. What are your favorite hobbies?

4. Which of the following daily activities would you like to do without glasses?

(] Reading the newspaper/book U] Crossword Puzzles
(] Reading a prescription medicine bottle U Knitting

(] Looking at your watch ] Sewing

] Working on a computer L Woodwork

O Using your cell phone O Crafts

(] (Ladies) Putting on your make up (] Playing Cards

U (Men) Shaving your face (1 Cooking

(] Seeing prices while shopping (] Painting, Drawing

5. Other activities you would enjoy without glasses

6. What recreational or sporting activities are you currently engaged in?

7. If you need glasses after surgery (always a possibility), for which one activity would you be most
willing to wear glasses? (Circle one)

Reading fine print Using the computer Driving

8. If you could have good daytime distance vision and good reading vision without glasses, but the
compromise was that you will see halos or circles around lights at night, would you still want the
procedure? (Circle one)

Yes No

9. Please place an “X” on the following scale to describe your personality as best you can

Easy going Perfectionist
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