(SCHOOL LOGO)


SCHOOL  VISION  SCREENING  REFERRAL

Parents/Guardian:  Please give this report form to the doctor when your child is examined.

School ____________________________________________  Date ___________________
Name ___________________________________________  Gr. ____   DOB ____________

Parent/Guardian _____________________________________________________________

Address ___________________________________________________________________

School vision screening with follow-up re-screening indicated that this student needs further evaluation.  This screening is NOT conclusive, therefore it is recommended that this child be seen by a health care provider for a complete eye examination.

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 
FOLLOW-UP VISION EXAMINATION
Diagnosis:__________________________________________________________________

When should glasses be worn?_________________________________________________

Examiner's findings and recommendations:_______________________________________

___________________________________________________________________________

___________________________________________________________________________

When should this student be reexamined?_________________________________________

_______________________________________________ 
Examiner's Name (Printed) and Title                                                                                                         

_______________________________________________                ____________________
Examiner's Signature                                                                                                                                     Date

Return to:  Name _________________________________      Title ____________________
                  Address: _______________________________

                                 _______________________________
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