Patient Information Form

California School for the Blind

Low Vision Clinic
Name  _______________________ Birthdate _________ Referral date____________
Last eye examination:   Approximate Date_________  Doctor ____________________
Are you currently under treatment by an eye doctor? ____  Who?_________________
Has your vision changed in the past six months? ______________________________
Please describe devices you use:  eyeglasses _________ magnifiers ______________
telescope _____________ electronic low vision devices _________________________
computer soft ware________________ writing tools ____________________________
What is your primary learning medium?______________________________________
What other learning media do you use?______________________________________
Check which tasks are difficult for you due to your visual impairment: 

reading paperbacks

 ___

reading signs
           ___   



seeing changes in terrain    ___

doing math sheets   ___
cooking 

            ___

reading white board ___
shopping 

            ___

reading overheads   ___
recognizing faces                ___

using maps/graphs  ___
traveling in dimly lit areas   ___

playing video games___
handling glare 
           ___

watching TV             ___
other (describe)________________________________________________________
Which visual tasks would you like help with? _____________________________________________________________________
_____________________________________________________________________
What medications do you take regularly?_____________________________________
_________________________________________________________________
