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Here are some guestions for you or your parents to ans
How did you hear of our practice?
Do you have insurance to help pay your bill? If so, who?
Is this your first eye exam? If not, when was your last exam? Were glasses prescribed?
Were visual training or eye exercises recommended or performed? Were contact lenses prescribed?

Please indicate if there are any problems in the following areas:

Distance Vision Fatigue When Reading — Near Vision
____Avoids Reading Headaches When Reading __ Head Tilt or Turn
Double Vision _____ Loses Place When Reading ___ Squinting
Rubbing Eyes _____Watery/or ltchy Eyes — Red or Crusty Eyes
Excessive Blinking _ Eyes Turn In or Out
____Shuts or Covers One Eye To Focus ____ Poor Reading Comprehension

Just a few more questions and we're finished - okay?

Is school performance at expected levels?

Was the child born: prematurely on time late
Were there any complications during pregnancy or delivery?
If so, explain:

Is the child being monitored for any health conditions?
If so, explain:

Please list any medications being taken

Please list any allergies or drug sensitivities

Please give any other information you think may be helpful to Dr. Pearson

Thank you very much for your patience. The good Doctor will be right with you !

Telephone: 610-286-0206 FAX: 610-286-5525



