
Adult Quality of Life Survey

Patient Name: ___________________________________              Date: ______________
Person Filling out this survey: _______________________ Relation to Patient: _________________
Place a check in the box that corresponds to the frequency of each symptom you have.

Symptoms Never
Seldom

(1-2x/mo)
Occasionally

(3-5x/mo)
Frequently
(2-3x/wk)

Always
(4-5x/wk)

Blur when looking at near     

Double vision     

Headaches with near work     

Words run together when reading     

Burning, itchy, watery eyes     

Falling asleep when reading     

Vision is worse at the end of the day     

Skipping/repeating lines when reading     

Dizzy/Nausea with near work     

Head tilt/closing 1 eye when reading     

Difficulty focusing/changing focus     

Avoiding near work/reading/writing     

Omitting small words when reading     

Writing up/down hill     

Difficulty aligning columns of numbers     

Difficulty with reading comprehension     

Inconsistent performance in work or 
sports

    

Postural changes when doing 
deskwork

    

Trouble keeping attention on reading     

Difficult to stay on task     

Difficulty trying new things     

Avoiding physical activity that requires 
coordination

    

Poor eye/hand or fine motor 
coordination (i.e. handwriting)

    

Do not judge distances accurately     

Clumsy, knock things over     

Poor time management     

Do not count or make change well     

Lose belongings/things     

Car/motion sickness     

Forgetful/poor memory     

Office Use Only Total _____ _____ _____ _____ _____ _____



HAVE YOU EVER NOTICED ANY OF THE FOLLOWING SYMPTOMS:
   Yes  No If yes, Describe;

Blurred vision at distance                                                             
Frequent Sties                                                            
Eyes hurt                                                             
Eyes feel tired                                                             
Halos around lights                                                             
Need for very bright light when reading                                                             
Need for very dim light when reading                                                            
General or visual fatigue at the end of the day                                                             
Loss of place often when reading                                                             
Reading is slow or laborsome                                                             
Repetition of letters or words when reading                                                             
Use of finger to keep place                                                            
Head moves when reading                                                             
Confusion of what is being seen or read                                                            
Silent vocalization/moving lips while reading                                                             
Comprehension decreases over time                                                            
Can respond better orally than in writing                                                             
Difficulties with sort-term memory                                                           
Difficulties with long-term memory                                                             
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