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VITREOUS FLOATER SOLUTIONS CONSULTING & RESEARCH GROUP INC. 
 

CASE REPORT STUDY QUESTIONAIRE 
PART ONE: BEFORE TREATMENT 

 
NAME: ___________________________________    DATE: ____________________________ 

 
 
 

1. FLOATERS BOTHER/DISTURB ME IN:  (CHECK ONE ONLY) 
[    ] RIGHT EYE PRIMARILY 
[    ] LEFT EYE PRIMARILY 
[    ] BOTH EYES (TO SOME DEGREE) 

 
2. HOW LONG HAVE YOU HAD BOTHERSOME OR DISTRACTING FLOATERS ?  (APPROXIMATE / BEST GUESS) 

 
RIGHT EYE:  ________ YEARS ,________ MONTHS 
LEFT EYE: ________ YEARS, ________ MONTHS 
 

3. WHAT ARE YOUR RISK FACTORS FOR EYE FLOATERS? (CHECK ALL THAT APPLY) 
[    ] AGE OVER 40 
[    ] MYOPIA / NEAR-SIGHTED 
[    ] TRAUMA / INJURY / SURGERY / LASIK 
[    ] HISTORY OF SIGNIFICANT INFLAMMATION REQUIRING MEDICAL TREATMENT (IRITIS / UVEITIS) 
 

4. HAVE YOU HAD A PUPIL-DILATED EXAM SINCE THE ONSET OF YOUR EYE FLOATERS? 
[    ] NO 
[    ] YES 
 

5. IF  YOU DID HAVE A DILATED EXAM, WAS YOUR DOCTOR ABLE TO SEE/CONFIRM THE FLOATERS? 
[    ] NOT APPLICABLE, HAVEN’T HAD EXAM 
[    ] NO, THEY COULD NOT SEE THE FLOATERS 
[    ] YES 
[    ] NOT SURE IF THEY SAW THE FLOATERS 
 

6. IF YOUR EYE DOCTOR CONFIRMED OR DIAGNOSED THE EYE FLOATERS, WHAT WAS THE ADVICE YOU WERE 

GIVEN (CHOOSE ONE OR MORE THAT BEST DESCRIBE): 
[    ] NOT APPLICABLE, HAVEN’T SEEN DOCTOR 
[    ] NO ADVICE GIVEN OR CAN’T REMEMBER ANY SPECIFIC  ADVICE 
[    ] TOLD:  “YOU WILL GET USED TO IT” 
[    ] TOLD:  “IT WILL MOVE OUT OF THE WAY” 
[    ] TOLD: “ IT WILL DISAPPEAR OR DISSOLVE ON ITS OWN” 
[    ] OTHER:  _________________________________________________________________ 
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7. HOW WOULD YOU CHARACTERIZE THE APPEARANCE OF THE SHADOWS CAUSED BY THE EYE FLOATERS? 
(FLOATERS ARE OFTEN MIXED TYPES, BUT CHECK THE ONE PREDOMINANT CHARACTERISTIC) 
 
A. SHADOW APPEARANCE: 

            RIGHT EYE             LEFT EYE 
RING /CIRCLE/PARTIAL RING  .  .  .  .  .  .  .  .  .  .  .  .  .  .   [    ]  [    ] 
SINGLE, DARK, WELL-DEFINED SPOT OR CLUMP  .  .  .  . [    ]  [    ] 
STRING-LIKE, COB-WEB STRAND(S)  .  .  .  .  .  .  .  .  .  .  .  [    ]  [    ] 
LARGE, SOFT-EDGED, FLUFFY, POORLY-DEFINED  .  .  . [    ]  [    ] 
MIXTURE OF 2 OR MORE TYPES FROM ABOVE  .  .  .  .   [    ]  [    ] 

 
B. LOCATION DESCRIPTION: 

            RIGHT EYE             LEFT EYE 
REMAINS IN CENTRAL VISION MOST OF TIME  .  .  .  . [    ]  [    ] 
PERIPHERAL (NOT CENTRAL, BUT STILL SEEN)  .  .  .  .  . [    ]  [    ] 
DISAPPEARS INTO THE PERIPHERY .  .  .  .  .  .  .  .  .  .  .  . [    ]  [    ] 
(ONLY SEEN WITH EYE / HEAD MOVEMENT) 
MOVES ALL OVER THE PLACE /NO TYPICAL PATTERN [    ]  [    ] 

 
8. HAVE YOU PREVIOUSLY TRIED ANY TREATMENT FOR YOUR EYE FLOATERS? 

             RIGHT EYE             LEFT EYE 
[    ] NONE,  NOT-APPLICABLE 
[    ] HOMEOPATHIC /  NUTRIENT / SUPPLEMENT    
 LIST _____________________________________  
[    ] PREVIOUS SURGICAL VITRECTOMY .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . [    ]  [    ]  
 [    ] PREVIOUS LASER  TREATMENT (IF CHECKED, HOW MANY TREATMENT SESSIONS) 
 RIGHT EYE:  [    ] ONE  [    ] TWO [    ] THREE OR MORE 
 LEFT EYE:  [    ] ONE  [    ] TWO [    ] THREE OR MORE 
 

9. VISUAL QUALITY AND PSYCHOLOGICAL EFFECTS OF EYE FLOATERS 
USING A SCALE OF 0-10 (0= “NONE” AND 10 = “ALWAYS” OR “ALL THE TIME”), PLEASE RATE YOUR PERCEIVED SEVERITY OF THE 

FOLLOWING VISUAL OR PSYCHOLOGICAL EFFECTS OF EYE FLOATERS IN YOUR LIFE. 
 
INSTRUCTIONS:  DRAW A SINGLE VERTICAL MARK ACROSS THE HORIZONTAL SCALE IN THE AREA THAT BEST REPRESENTS YOUR 

ANSWER 
 

 
 

 
A. WHAT PERCENT OF YOUR DAY (AWAKE HOURS) ARE YOU AWARE OF THE PRESENCE OF EYE FLOATERS? 
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B. TO WHAT DEGREE DO EYE FLOATERS INTERRUPT / DISTRACT / ANNOY YOU IN GENERAL / OVERALL? 

 

 
 
C. TO WHAT DEGREE DO EYE FLOATERS INTERRUPT / DISTRACT / ANNOY YOU WHEN DRIVING? 

 

 
 
D. TO WHAT DEGREE DO EYE FLOATERS INTERRUPT / DISTRACT / ANNOY YOU WHEN READING OR COMPUTER 

ACTIVITIES? 
 

 
 
E. TO WHAT DEGREE DO EYE FLOATERS INTERRUPT / DISTRACT / ANNOY YOU WHEN INTERACTING SOCIALLY 

ONE-ON-ONE WITH OTHERS? 

 
 
F. TO WHAT DEGREE DO THE EYE FLOATERS CAUSE OR CONTRIBUTE TO ANXIETY IN YOUR LIFE? 

 
 
G. TO WHAT DEGREE DO THE EYE FLOATERS CAUSE OR CONTRIBUTE TO DEPRESSION  IN YOUR LIFE? 
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H. TRY TO DESCRIBE THE OVERALL SEVERITY OF YOUR FLOATER FOR EACH EYE SEPARATELY.  THIS IS 
COMPLETELY SUBJECTIVE, BUT WILL GIVE US A BASELINE TO COMPARE TO AFTER ANY TREATMENT 
PERFORMED. 

 
 

RIGHT EYE: 

 
 

LEFT  EYE: 
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POST-TREATMENT ASSESSMENT: 
USING THE SAME SCALE AS BEFORE TREATMENT, PLACE A MARK THAT BEST DESCRIBES THE OVERALL SEVERITY 
OF THE EYE FLOATER(S). 

 
 

 
RIGHT EYE:  ASSESSMENT AFTER [     ] 1 TREATMENT,    [     ] 2 TREATMENTS,   [     ] 3 TREATMENTS 
     [     ] ____ TREATMENTS 

 
 

LEFT  EYE: ASSESSMENT AFTER [     ] 1 TREATMENT,    [     ] 2 TREATMENTS,   [     ] 3 TREATMENTS 
     [     ] ____ TREATMENTS 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
NAME: __________________________________    DATE: ____________________________ 
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