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Disclaimer: Please note that this questionnaire is intended for patients who have already scheduled an appointment for their refractive surgery. If you are interested in finding out if you are candidate for refractive surgery, please make an appointment with us. 

PRE-REFRACTIVE SURGERY PATIENT QUESTIONNAIRE
(To be completed and emailed back before the appointment)

1. Personal Information
Full Name: ______________________________________________________________________
Date of Birth (DD/MM/YYYY): _______________________
Occupation: _____________________________________________________
Do you frequently drive at night? Yes ☐ / No ☐
Do you play sports?   Yes ☐  / No ☐   If yes, which sports?
_________________________________________________________________________________
2. Motivation & Expectations
1. What is your main reason for wanting refractive surgery?
(e.g., glasses inconvenient, sports, cost of contact lenses, cosmetic)
______________________________________________________________________________
2. What results are you hoping to achieve?
· ☐ No glasses at all
· ☐ Reduced dependence on glasses
· ☐ Improvement for specific lifestyle needs
· ☐ Other: ____________________
3. Have you researched LASIK or PRK before?   Yes ☐ / No ☐
4. Do you have any specific concerns or questions you want us to discuss?
 _________________________________________________________________________________
_________________________________________________________________________________
3. Vision & Eye History
A. Current Vision Correction
1. Do you currently wear glasses? Yes ☐ / No ☐
· Last updated prescription: ____________________
2. Do you wear contact lenses? Yes ☐ / No ☐
· Type: Soft ☐ Toric ☐ Monthly ☐ Daily ☐ RGP ☐
· How many hours per day? __________
· How many days per week? __________
· When was the last time you wore them? (Important!) __________
B. Previous Eye Issues
Have you ever been diagnosed with any of the following?
· ☐ Dry eye
· ☐ Eye allergies
· ☐ Keratoconus
· ☐ Corneal injury or scarring
· ☐ Corneal infection (e.g., HSV)
· ☐ Glaucoma
· ☐ Cataracts
· ☐ Retinal issues (e.g., tears, macular problems)
· ☐ Recurrent eye inflammation
· ☐ Past refractive surgery (LASIK/PRK)
If yes to any, please explain:




4. General Health History
Have you been diagnosed with (or taken treatment for):
· ☐ Diabetes
· ☐ Autoimmune disorders (e.g., rheumatoid arthritis, lupus)
· ☐ Thyroid disease
· ☐ Migraine
· ☐ Hormonal disorders
· ☐ Depression / anxiety
· ☐ Pregnancy or breastfeeding
· ☐ Any chronic medication
· If yes, list medications: ________________________________
Do you have allergies to any eye drops or medications?
Yes ☐ / No ☐	If yes, which? ________________________

5. Surgical & Medical History
· Past surgeries (not just eye-related):

· Any problems with wound healing?
Yes ☐ / No ☐
· Do you scar easily (e.g., keloids)?
Yes ☐ / No ☐



6. Lifestyle Considerations
1. Do you work in dusty, windy, or dry environments?
Yes ☐ / No ☐
2. Do you do activities with a high risk of eye trauma?
(e.g., martial arts, rugby, CrossFit)
Yes ☐ / No ☐
3. Do you use screens for more than 6 hours per day?
Yes ☐ / No ☐
4. Are you planning pregnancy in the next 6–12 months?
Yes ☐ / No ☐

7. Expectations & Understanding
1. Are you open to the possibility that PRK may be safer than LASIK depending on your scans?
Yes ☐ / No ☐ / Not sure ☐
2. Are you aware that dry eye symptoms after surgery are normal?
Yes ☐ / No ☐
3. Are you aware most medical aids do NOT cover refractive surgery?
Yes ☐ / No ☐



8. Consent to Proceed With Assessment
(This is NOT surgical consent — just permission to evaluate.)
I understand that:
· This questionnaire is for screening purposes.
· I may or may not be a candidate for refractive surgery.
· Final suitability will be determined after full diagnostic testing.

Signature:
Date:
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