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Data Collection Worksheet


1. Does your child currently wear glasses or contact lenses to correct, or partially correct, his/her eyesight?

        [ ] No (go to Q4)

        [ ] Glasses

        [ ] Contact lenses

2. How often are the glasses or contact lenses worn?

        [ ] All the time

        [ ] Most of the time

        [ ] Sometimes

        [ ] Hardly ever

        [ ] Only when eyes feel tired

3. Why were the glasses/contact lenses prescribed? (you may tick more than one box)
        [ ] Astigmatism

        [ ] Short-sightedness/myopia

        [ ] Long-sightedness/hyperopia

        [ ] DK

        [ ] Other (specify)______________

4. Has your child worn glasses or contact lenses in the past, but no longer needs to wear them?

        [ ] no (go to end)

        [ ] yes 

        [ ] Unsure (go to end)

If yes, please state the dated and age when first prescribed:______

Date stopped: (MMDDYYY)___________

Reason stopped:________

5. How often did you child wear their glasses/contact lenses?

        [ ] All the time

        [ ] Most of the time

        [ ] Sometimes

        [ ] Hardly ever

        [ ] Only when eyes feel tired
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