

	Patient Name: 
	Date: 
	What is your Occupation: 
	Other activities you would enjoy without glasses 2: 
	What sporting or recreational activities do you engage in: 
	Reading the newspaper: Off
	Reading the medicine bottle: Off
	Looking at your watch: Off
	Working on the computer: Off
	Dialing a phone: Off
	Putting on makeup: Off
	Shaving your face: Off
	Sports activities: Off
	Watching TV: Off
	Driving a car: Off
	Text2: 


