QUALITY VISION CHECK LIST

ER

Name: EYE GROUP Date:

This checklist will assist us in providing the treatment best suited for your visual needs if it is determined that
cataract surgery is appropriate for you. It is important that you understand that many patients still need to wear
glasses for some activities after surgery but due to recent technological advances, we are now able to offer the
possibility for you to be potentially free from glasses. Please fill this form out completely and return it to us. If you
have any questions, please let me know and we will be happy to assist you.

1. Are you interested in seeing well at distance without glasses after surgery?
____ | prefer no distance glasses
__Not important to me. | would not mind wearing distance glasses.

2. Are you interested in seeing well at near without glasses?
____| prefer no reading glasses
__Not important to me, | would not mind wearing reading glasses.

3. How important is seeing without glasses?
Very important___ Important__ Somewhat important__ Not important____

For Questions 4 and 5, please refer to the chart below:

Reading Shaving Watching TV/ Movies
Sewing Computer Use Driving/ Road Signs
Applying Make-up Cooking Golfing
Needle point/sewing Reading Labels on Shelf Boating
Painting Cleaning
Menus

4. Which “Zone of Vision” is most important to you? Please choose one of the following 3 options:
__Zone 1 Zone 2 Zone 3

5. If you had to wear glasses after surgery for one zone, for which zone would you be most willing to use glasses?
Zone 1 Zone 2 Zone 3

6. If you could finance the cataract correction, would you be interested in hearing more information on financing
options?
Yes No
7. How often do you drive at night?
_ Never (0 Xwk) __ Seldom (1-2 X wk) Occasionally (3-4 X wk Frequently (>4 times/wk)

8. Have you ever successfully worn a contact lens for Monovision?
Yes No

9. Please tell about other quality of life vision concerns that you have: (i.e. golf, tennis, reading, knitting, playing
cards, etc.)

Easy Going * * Perfectionist



