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This is the questionnaire that deals with eye health care and  your involvement in eye health care. Please take a few minutes to answer following queries  about problems of your eye 
health .This questionnaire has two parts  i.e General Info and Specific Info and you have to answer both parts . Your answers are important to the success of this study.
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Name: ___________________________________

Age: ____________________________________ (Mention age with date of birth)
Gender: _________________
Married/Unmarried: _____________________________
Eye Disease Type(Myopia/Hyperopia/Floaters/Flashes): ____________________________________

If any other eye disease: _________________________________________(Mention Name)

Address: ________________________________________________________________________________


  ________________________________________________________________________________

Zip: __________________________

Mobile No: __________________________________ (Mention Country code +Mobile No)

Email Id: __________________________________

Height: _________________
Weight: _________________

Diabetic or Non Diabetic: __________________________
Like sweet/sour/salt: _______________________________
Current  medicine taking: _____________________________________________________

Type of Job(Computer/Non Computer): _________________________________________

What exactly is happening ? _______________________________________________________

_________________________________________________________________________________

Name the food allergic to you: _______________________________________________________
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For the next few questions please write Yes or No in the given space. If required give extra details   also. 
1. Do you have redness in one or both eyes , irritation , drainage, eyelids get stuck, feeling something   in eyes ?______________

2. Do you have gradual loss of vision year by year ?At what age and from when it occurs?     ____________________________________________________________(Mention age )
3. Do you have night blindness? ___________________
4.Do you have excessive tearing in eyes, irritation, swollen eye-lids,sensitivity to light? ________________

5. Do you have tearing in eyes , irritation, pain, headache, sensitivity to light? ________________

6.Do you have redness in eyes , irritation , swollen eyes after  exposure to cold winds? __________________

7. Do you have lower eye-lids swollen , irritation , tearing in eyes , feeling something in eyes? ____________

8. Do you have  irritation in corner of eyes? ________________

9. Do you have pain in right eye , headache , feel heat in eyes? _________________

10. Do you have blurred vision ?At what age it occured? ___________________

11.Do you have sensitivity to sunlight or artificial light i.e photophobia in general? _____________________

12. Are Upper eyelids  swollen , irritation in eyes ? _________________

13.Do you have pain in one or both eyes? Is the pain moderate or severe?   _____________________________

14. Do you have stye over eyelids? _____________________

15. Is the stye over lower eyelids ? _____________________

16. Do you  have floaters , flashes of light , wavy lines before  eyes? ____________________

17. Do you see net like structure in vision field ? __________________

18.Do you have irritation in eyeballs ,headache with tension in eyes ,weak eyes? ______________________

19. Do you have excessive tearing and itching in eyelids? ____________________

20. Do you have double vision with headache ? ___________________

21. Do you have halos of light around objects ? ___________________

Additional Info(If any other important information you want to add in Questionnaire) __________________________________________________________________________________________
__________________________________________________________________________________________

__________________________________________________________________________________________

              __________________________________________________________________________________________


 ___________________________________________________________________________________________


___________________________________________________________________________________________


___________________________________________________________________________________________


___________________________________________________________________________________________

