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lipois low requires that proof of an eye examination by an optometrist o phivsician who provides compleie cye examinations be submitted 1o the school no later than
Ociobor 13% of the year the child is firsr cowolled or as reguired by the school for other children. The cxzmination must be compleed within one year priet © & child
bewinnine sehool.

Student Name: Birth Date: Sex: Grade:
(Last) (First) (Middie Initial) (Mo.) (Day) (Yr)
Parent or Guardian: Phone:
- {Lasi) (First) (Area Code)
Address: Cournty:
{Slrest) (Cily) {Zip Code)

Date of Exam:

Case History

Ocular History: G Nommal or Positive for
Medical History: 0 Normal or Positive for:
Drug Allergies: O NKDA or Allergic to:
Other Information: ]
- Examination
Refraction: Distance . } Near
Right - Left Both ' Both
Unazided Visual Acuity: 20/ 20/ 20/ 20/
Best Coirected Visual Acuity: 20/ 20/ 20/ I 267
VWas refraction performed with cycloplegic agenis? U Yes 0 No
Normal Abnormal Not Able to Assess Comments
External Exam (eve and adnexa) O 9] ]
interna! Exam (msdia, lens, fundus, sic.) . 0 O
Neurological integrty (pupils) - G O 0
Binocular Function (stereopsis) U Ll ]
Accommodation and Vergence ] O a
Color Vision 0 a 0
I0P (glaucoma) ] O a
Oculomotor Assessment a [ ]
Other: O G G
Diagnosis '
U Normal U Myopia Ul Hyperopia U Astigmatism U Strabismus LI Amblyopia
Other:

Racommendations
0O No 0O Yes, glasses should be worn for: (O Constant Wear 0O Near Vision 0O Far Visien
2 May Ba Removed for Physical Education

=2

1. -Corrective Lenses:

2. Preferential seating recommended: O No 0O Yes Comments:
G & months O 12 months O Other

3. Recommend re-examination: 01 3 montihs
A
4.
Print Name:
Optometrist or Physician Who Provides Eye Examinations
Address: : {Parent or Guardian’s Signatvre)

Optometrist or Physician Whe Prevides Eve Examinations



