
7547 Waterside Loop Rd  P: 704-822-1574 
Suite C    Fax: 704-822-1764 
Denver, NC 28037 www.sightwork.com 

Patient Name:_____________________           Date Of Birth: _________________ 

 

Please complete information for all contacts that Sightwork, LLC can share medical information with 
Company Name Contact Address/Email Phone # Letter * 

* Please check contacts that should receive information regarding diagnoses and treatment at our office.  We ask that you
please list your child’s teacher on this form because we think it is very important to have good communication with everyone 
that is helping your child to achieve their goals. This authorization shall be considered valid throughout the duration of 
treatment or therapy. 

It is completely your decision whether or not to sign this authorization form.  We cannot refuse to treat you if you choose 
not to sign this authorization.   

 If you sign this authorization, you can revoke it later.  The only exception to your right to revoke is if we have already 
acted in reliance upon the authorization.  If you want to revoke your authorization, send us a written or electronic note telling 
us that your authorization is revoked.  Send this note to Sightwork, LLC at the above address. 

 When your health information is disclosed as provided in this authorization, the recipient often has no legal duty to protect 
its confidentiality.  In many cases, the recipient may re-disclose the information as he/she wishes.  Sometimes, state or federal 
law changes this possibility.   

 I HAVE READ AND UNDERSTAND THIS FORM.  I AM SIGNING IT VOLUNTARILY.  I AUTHORIZE 
THE DISCLOSURE OF MY HEALTH INFORMATION AS DESCRIBED IN THIS FORM. 

Date:  _____________________ Patient/Parent Signature  ________________________________________ 
 If you are signing as a personal representative of the patient, describe your relationship to the patient and the source of your authority to 
sign this form: 

Relationship to Patient ______________________ Print Name _______________________________ 

Consent to Treatment:  I hereby give my permission to Sightwork, LLC to treat: 

Patient Name:_______________________________________ 

Parent Name:___________________________________________  Date:______________________________ 

Please note whether you want your child in the exam room during the results portion of the visit. If not, we have a waiting room with 
toys and Netflix that they can play in while you go over the results and plan with the doctor.

In Exam Room   In Waiting Room
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Patient Perceptual Questionnaire 

Patient’s Name: ________________________________ School:  _________________________    

Age: ______   Grade: _______   Has a grade been repeated?  _____________ 

1. Is there a problem with reading? _____________ 

2. Is there a problem with decoding (sounding out ) words? _____________ 

3. Is there a problem with comprehending? _____________ 

4. Is there a problem with remembering? _____________ 

5. Is there a problem with spelling? _____________ 

6. Is there a problem with mathematics? _____________ 

7. Is there a problem with finishing work on time? _____________ 

8. Is written work completed very slowly or not at all? _____________ 

9. Is there a problem with copying material? _____________ 

10. Is there a problem with attention or inability to sit still? _____________ 

11. Is there a problem with concentration or distractibility? _____________ 

12. Is there a problem with knowledge of right and left? _____________ 

13. Is there a problem with avoiding difficult schoolwork? _____________ 

14. Is there a problem with reversals of letters or words? _____________ 

15. Is your child in constant motion? _____________ 

16. Does your child dislike reading? _____________ 

Describe performance in:  please circle one   

Average Above average Excelling 

Average Above average Excelling 

Average Above average Excelling 

Reading: 

Writing: 

Spelling: 

Math: 

Speaking:

Listening: 

Poor 

Poor

Poor

Poor

Poor

Poor  

Average Above average Excelling 

Average Above average Excelling 

Average Above average Excelling 

How much time per day is spent on homework?  ________________________ 

Below average 

Below average 

Below average 

Below average 

Below average 

Below average 
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Patient Name: _________________________ 

30 Question Predictive Checklist Oculo-motor and Perceptual 
After considering each question, check the column that applies to the patient. 

        Patient    Parent
 Never       Seldom      Occasional     Frequently    Always     Score       Score 

Blur when looking at near 

Double vision, doubled or overlapping words on page 

Headaches while or after doing near vision work 

 Words appear to run together when reading 

Burning, itching, or watery eyes 

Falls asleep when reading 

Seeing and visual work is worse at the end of the day 

Skips or repeats lines while reading 

Dizziness or Nausea when doing near work 

Head tilts or one eye is closed or covered while reading 

Difficulty copying from the chalkboard 

Avoids doing near vision work such as reading 

Omits (drops out) small words while reading 

Writes up or down hill 

Misaligns digits or columns on numbers 

Reading comprehension low, or declines as day wears on 

Poor, inconsistent performance in sports 

Holds books too close, leans too close to computer screen 

Trouble keeping attention centered on reading 

Difficulty completing assignments on time 

First response is “I can’t” before trying 

Avoids sports or games 

Poor hand/eye coordination, such as poor handwriting 

Does not judge distances accurately 

Clumsy, accident prone, knocks things over 

Does not use or plan his/her time well 

Does not count or make change well 

Loses belongings and things 

Car or motion sickness 

Forgetful, poor memory 

Total Scores: 

20-24 points: suspect 25 points or more – referral for care 
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Areas of Concern  (to be completed by a parent or legal guardian) 

Name of Person Completing Form: _________________________________  Date: _____________ 

Relationship to Patient: ______________________Referred By:  _____________________________ 

Patient: Age: 

School: Grade: 

Please take a moment to express your areas of concern regarding your child. Where do you feel there are problems/difficulties (subjects, 
activities etc)? 

 Please describe any special help your child is receiving. (Tutoring, therapy, remedial assistance, etc) 

Parent Expectations from Vision Therapy: 

Comment on your child’s behavior both in school and at home. 

List leisure activities or what your child enjoys.  Please comment on the amount of TV viewing and/or video games/computer per day. 
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Additional Assessments:  Date  Doctor/Center 

Psycho-Educational  __________ __________ __________________________________ 

Occupational Therapy  __________ __________ __________________________________ 

Speech and Language  __________ __________ __________________________________ 

Physical Therapy __________ __________ __________________________________ 

Psychotherapy  __________ __________ __________________________________ 

NeuroDevelopemental  __________ __________ __________________________________ 

Other  __________ __________ __________________________________ 
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Developmental History Information 

Full Name:   _____________________________________       Age Years: ________ Months:____________ 

Parent names: _______________________________________________ 

Birth parent           Adoptive parent            Legal guardian        Foster parent  Other: ____________________ 

Pediatrician: ______________________________        Office name: _________________________ 

Please list any diagnosed health/developmental  conditions.  List any history of  significant illness, falls, fevers etc. 

List medications patient is currently taking (including supplements and vitamins): 

Are the following conditions known or suspected? 

CP:        Y           N       MR/DD:         Y      N   Seizures:   Y  N Shunt:      Y  N   

Prenatal history of birth mother: 

Mother Age at birth: ___________    List any medications used during pregnancy: 

Pregnancy: Full Term      Premature  Comment: 

Birth Type:        Forceps  Breech  Caesarean  Natural  Other    

Please list any health conditions that were present during pregnancy:  (Ex/ diabetes, toxemia, etc) 

Delivery Information: 

Delivered at ____________ weeks gestation:        Birthweight: ____________ Apgar:_________ 

Please explain any special circumstances or problems at delivery: (c-section, fetal distress etc) 
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History form continued 

Developmental Questions: 

Movement: Average Late Comment 
Rolling _____________________________________ 
Sit Alone _____________________________________ 
Crawling _____________________________________ 
Stand Alone _____________________________________ 
Walk Alone 

Age             Early 

_____________________________________ 

Was early speech clear to others?         Yes  No     Is speech clear now?  Yes  No 

Eye/Vision History 

History of eye disease or surgery?       Yes            No 

 If yes,  at what age, which eye, number of operations,  & have results maintained? 

History of an eye turn or amblyopia?       Yes          No 

If yes, does the eye turn?        Yes           No      
 If yes,         Right Eye  or        Left Eye                 Turn inward     or Turn  outward 

If yes, describe treatment.  (length of time, patching drops used, age of child): 

Any history of Vision Therapy? (what age, duration, results, where): 
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