CANIGLIA FACIAL PLASTIC SURGERY

EYE EVALUATION SHEET

YOUR “Eye Doctor’s” Name and Address 








 

Date of last exam or visit to his/her office: 









NO
YES
1. At your last exam were you told you have any problems with your eyes?



    Explain 











NO
YES  
2. Do you require glasses or contact lenses? (circle)

NO
YES
3. Have you had any injuries to the eyes or lids?



    Explain 











NO 
YES
4. Have you had any surgery to the eyes or lids? If so, who performed your surgery?


    Explain 










 
NO 
YES
5. Do you feel your eyes or lids swell excessively?

NO
YES
6. Are you bothered by frequent irritations or “allergies” of the eyes or lids? (circle)

NO
YES
7. Do you now take or have ever taken medications or drops for the eyes?



    Explain 











NO
YES 
8. Are you bothered by “dry eyes”?

NO 
YES
9. Do your eyes “water” or tear spontaneously (without emotional stimulation)?

NO
YES   10. Do you now have or have you ever had any visual problems with one or both\



     eyes?



     Explain 











NO
YES   11. Are there any other problems we have not asked about that you feel we should


                 know? 
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