VVV SPORTS PERFORMANCE QUESTIONNAIRE
Which sport(s) do you play competitively?  ________________________________

What position(s) do you play? _________________________Team?___________

Do you wear glasses or contact lenses?     Y     N     During sports?     Y     N

When was your last eye exam?_______________Where?_______________

What hand do you throw with?  R
  L   Both  

If applicable, which way do you bat/swing?  R  L  Switch 

Which foot do you kick with?  R  L  Both  

If applicable, which eye do you sight with?  R  L 

Do you have a visual plan when or before you compete?   

Yes    FORMCHECKBOX 
     
No    FORMCHECKBOX 
  

Do you do any visual warm-up activities?   



Yes    FORMCHECKBOX 
   
No    FORMCHECKBOX 
  

Do you have any problems with balance?   



Yes    FORMCHECKBOX 
     
No    FORMCHECKBOX 
  

Is your overall sports performance as consistent as you would like?Yes   FORMCHECKBOX 
  
No    FORMCHECKBOX 
   

Is the level of your performance consistent throughout a game?   
Yes    FORMCHECKBOX 
     
No    FORMCHECKBOX 
  

Does your performance decrease under pressure?   

Yes    FORMCHECKBOX 
    
No    FORMCHECKBOX 
  

Does your performance increase under pressure?   


Yes    FORMCHECKBOX 
   
No    FORMCHECKBOX 
  

Does any of the following interfere with or affect your performance (check all that apply)?: 

 FORMCHECKBOX 
 day    

 FORMCHECKBOX 
 night 

 FORMCHECKBOX 
 indoors    

 FORMCHECKBOX 
 outdoors 

 FORMCHECKBOX 
 artificial turf    FORMCHECKBOX 
 natural grass 

 FORMCHECKBOX 
 with sunglasses    

 FORMCHECKBOX 
 without sunglasses
 FORMCHECKBOX 
 sunny days  

 FORMCHECKBOX 
 cloudy days 

 FORMCHECKBOX 
 shadowed  

 FORMCHECKBOX 
 dim light  

 FORMCHECKBOX 
 bright light 

 FORMCHECKBOX 
 cloudy    

 FORMCHECKBOX 
 bright sun   

 FORMCHECKBOX 
 rainy 

 FORMCHECKBOX 
 busy background  FORMCHECKBOX 
 no background  

 FORMCHECKBOX 
 uniform color 

 FORMCHECKBOX 
 player movement   FORMCHECKBOX 
 crowd movement   FORMCHECKBOX 
 crowd noise 

Do you feel you are playing at your potential?  Yes   FORMCHECKBOX 
No   FORMCHECKBOX 

If not, please describe:____________________________________________
What areas would you like to improve?:

 FORMCHECKBOX 
Tracking 

 FORMCHECKBOX 
Reaction Time 

 FORMCHECKBOX 
Peripheral Awareness 

 FORMCHECKBOX 
Eye-Hand Coordination 

 FORMCHECKBOX 
Eye-Foot Coordination 

 FORMCHECKBOX 
Visualization 

 FORMCHECKBOX 
Depth Perception 

 FORMCHECKBOX 
Judging Distance 

 FORMCHECKBOX 
Judging Speed 

 FORMCHECKBOX 
Endurance 

 FORMCHECKBOX 
Concentration 

 FORMCHECKBOX 
Attentional Focus 

 FORMCHECKBOX 
Relaxation 

 FORMCHECKBOX 
Decreasing Distractibility 

 FORMCHECKBOX 
Consistency in Performance

What specific areas would you like to improve in your game if not listed above?   

______________________________

