Report of Vision Screening

Student Name: _______________________________________________  Date: ___________

SAU ____________ School: ____________________________________ Grade: __________

School Nurse: ________________________________________ Phone: __________________ 

FAX: ________________________

Dear Parent:

Your child was recently given a vision screening at school.  It is recommended that you take your child to an eye specialist for an eye examination.

Findings:

Screening Test:  Distance:  Right Eye: ________________ Left Eye: _______________

Greater than one line difference between eyes
Yes (

No (
___________________________________________________________

Near Vision:  Right Eye: ___________________ Left Eye: __________________

Greater than one line difference between eyes
Yes (

No (
__________________________________________________________

Muscle Balance:  Pass (    Fail (
Other Screening/Observations:

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Screened:
( with glasses

( without glasses

Teacher Observation: Form Attach [  ]  
____________________________________________________________________________

PROVIDER RESPONSE FORM:  Please return or fax the completed form to the school.


Provider’s report below:
Treatment Plan:

Recommendations for School:

Other information important for school in relationship to safety or learning:

Provider Signature: ______________________________________ Date: _________________

Printed Name: _________________________________________ Phone: ________________
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Information from the eye care specialist on my child’s vision may be released to school.





Parent Signature: __________________________________________ Date: ___________








