
Original by
Jonathan Javitt, M.D., John Ware, PhD,

Park Nicollet Medical Center and Scott & White Clinic
© American Group Practice Association 1992

Adapted with permission of InterStudy,
Box 458, Excelsior, MN 55331

All Rights Reserved

Post-Op
Patient Questionnaire

CATARACT FORM 3.5

TO  BE COMPLETED BY THE PATIENT AFTER SURGERY

Patient ID

Physician ID

Clinic/Site ID

Administrative Use Only:

(06-01-95) 1

Today’s Date is: ___ ___ /___ ____ /___ ___
                               month         day     year

  Mode of Collection

Self-
Administered...... 1  5

Personal
Interview ............ 2  5

Telephone
Interview ............ 3  5

Mail .................... 4  5

Other .................. 5  5

  Who filled out this form?

Patient with no help ......5

Patient  with help from
family or friends ............5

Patient  with help from
health care provider .....5

Family/ friends
filled  it out ....................5

Health care provider
filled  it out ....................5

Other .............................5

101.1 104.50

104.49

0.0.0, 104.52, 104.53
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INSTRUCTIONS:

This survey asks for information about your vision.  Please answer the ques-
tions based upon your best vision with your glasses or contact lenses.
This information will be summarized in your medical record and will help your
doctors keep track of how well you are able to do your usual activities.

Answer every question by marking the appropriate box for each question.
If you are unsure about how to answer a question, please give the best an-
swer you can.

1. How would you rate your vision (how well do you see using both eyes)?

5   Excellent

5  Very Good

5  Good

5  Fair

5  Poor

2. How does bright light affect your vision (when using both eyes)?

5  It makes it much better

5  It makes it a little better

5  No change

5  It makes it a little worse

5  It makes it much worse

3. How would you rate the vision in your right eye?

5 Excellent

5 Very good

5 Good

5 Fair

5 Poor

100.477

100.476

100.478
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4.  How would you rate the vision in your left eye?

5 Excellent

5 Very good

5 Good

5 Fair

5 Poor

5. How much does your vision hinder, limit or disable you in each
of the following activities?  (Please mark one box on each line.)

not some- moder- don’t do
at all  slightly what ately extremely  for other

limited limited limited limited limited reasons

a. Your usual daily activities 5 5 5 5 5 5

b. Recognizing people or
objects across the street 5 5 5 5 5 5

c. Daytime driving 5 5 5 5 5 5

d. Nighttime driving 5 5 5 5 5 5

e. Reading street or
freeway signs 5 5 5 5 5 5

f. Seeing traffic lights 5 5 5 5 5 5

g. Watching television 5 5 5 5 5 5

100.479

100.480
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6.  How much does your vision hinder, limit, or disable you in the
      following close-up activities?

not some- moder- don’t do
at all slightly what ately extremely  for other

limited limited limited limited limited reasons

a. Reading a magazine,
newspaper, or
telephone book 5 5 5 5 5 5

b. Crafts or hobbies
(sewing, painting, etc.) 5 5 5 5 5 5

c. Reading labels or prices
in stores or supermarkets 5 5 5 5 5 5

d. Depth perception
(pouring coffee, hitting a
golf ball, parking a car) 5 5 5 5 5 5

7. How much are you hindered, limited or disabled by glare
(dazzling light) in each of the following activities?

not some- moder- don’t do
at all slightly what ately extremely  for other

limited limited limited limited limited reasons

a. Your usual daily activities 5 5 5 5 5 5

b. Reading shiny paper
(such as magazine pages) 5 5 5 5 5 5

c. Driving towards the sun or
oncoming headlights 5 5 5 5 5 5

d. Walking outside on a
sunny day 5 5 5 5 5 5

e. Reading signs in
supermarkets 5 5 5 5 5 5

100.481

100.493


