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PARENT QUESTIONNAIRE FOR FUNCTIONAL VISION EVALUATION 
 

CHILD’S NAME: _______________________________________ BIRTHDATE: ________________ 
 
GRADE, SCHOOL, DISTRICT: _____________________________________________________________ 
 
******************************************************************************************************* 
Do you have any concerns regarding your child’s vision? _________________________________________ 
If yes, please specify: _____________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Is there a family history of visual impairment? ________________________________________________ 
If yes, please specify: _____________________________________________________________________ 
 
______________________________________________________________________________________ 
 
Has your child been seen by an eye specialist? __________  If yes, who was it? ______________________ 
What was the diagnosis? __________________________________________________________________ 
Do you have a written report? ______________________________________________________________ 
Have glasses been prescribed? _____________________________________________________________ 
Does your child use the glasses? ___________________________________________________________ 
How close does your child sit to the television? _________________________________________________ 
How close does your child hold books, toys, cell phones, or tablets to his/her eyes?____________________ 
What interests your child?  (food, lights, favorite toys, noises, colors) _______________________________ 
 
______________________________________________________________________________________ 
 
Here are some observable behaviors and characteristics that frequently accompany a visual impairment.  
Please check those that apply to your child: 
_____1. Eyes do not appear normal 
 a. ____ crossed      f.  ____ crusts on lids among lashes 
 b. ____ often closed     g. ____ blinks excessively 
 c. ____ nystagmus (rapid eye movement)  h. ____ little blink activity 
 d. ____ watery eyes or discharge   i.  ____ squints, rubs, or covers an eye 
 e. ____ swollen lids     j.  ____ wandering eye movements 
_____ 2. Does not respond to light  
_____ 3. Bothered by bright lights 
_____ 4. Seems particularly drawn to lights or sunlight 
_____ 5. Seems to look at bright shiny objects in front of eyes 
_____ 6. Turns head to one side when looking at something 
_____ 7. Seems to be unaware of people 
_____ 8. Complains of headaches 
_____ 9. Bumps into people or things; is awkward 
_____ 10. Misses step-ups or step-downs 
_____ 11. Has difficulty locating dropped objects 
_____ 12. Fatigues easily when reading or using eyes 
 
 
______________________________________________  _____________________ 
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