Red eye

1. Which of the following have you been
experiencing?

a. One eye is red

b. Both eyes are red

c. Eye pain

d. Eye itching

e. Eye drainage or crusting

f. Increased tearing

h. None of the above

2. Have you had any of the following?
a. Change in your ability to see
which persists when your eyes
are clean
b. Double vision
c. Severe eye pain
b. None of the above

3. How long have you been having these
symptoms?

a. Just today

b. For a few days

c. For a week

d. For one to four weeks

e. For more than a month

4. Do you have fever?
a. Yes, | have a low fever (lower
than 101 degrees)
b. Yes, | have high fever (101
degrees or higher)
c. No, | do not have fever
d. I don’t know

11. Have you been exposed to anyone with
similar symptoms?

a. Yes

b. No
10. Please enter the details of the injury
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your eyes?

9. Have you suffered any recent injury to

a. Yes
b. No
c. |l am not sure
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8. Please enter the details of what you
may have been exposed to:
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7. Have your eyes been exposed to any
chemicals, creams, or drops that may be
causing irritation?

a. Yes

b. No

c.lam not sure
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6. Are your symptoms associated with
swimming?
a. Yes, | have been swimming
recently.
b. No, | have not been swimming
recently
c. | have been swimming, but |
don’t think they are related.
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5. How long have you been having fever?
a. Just today
b. For a few days
c. For a week
d. For one to four weeks
e. For more than a month

12. Did or do you wear contact lenses?

a. Yes

b. No
13. Have you had any of the following?
a. Rheumatoid arthritis
b. Ulcerative colitis
c. Psoriatic arthritis
d. Sarcoidosis
e. Crohn’s Disease
e.lam not sure
f. None of the above
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14. Have you had any of the following in the
past?
a. Eye surgery
b. Glaucoma

c. Serious eye injury
d. Blocked tear duct
e. None of the above
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15. Please enter the details of your past eye

problems:
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16. What medications are you currently using

for these symptoms?
a. Eye drops from the shelf in the
pharmacy (like visine)
b. Prescription eye drops
c. Allergy pills
d. Nothing
e. Something not on this list
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multiple templates and
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17. Please enter the medications you
have been using.

Are you pregnant?
a. | am pregnant.**
b. | am confident that | am not
pregnant.
¢, | think | might be pregnant.**
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18. Anything else to add?
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