
REPORT FROM EYE EXAMINER TO SCHOOL: 

Visual Acuity          

A) Without Correction   B) With Correction

Corrective Lenses: 

Recommendation for Eye Exam

Date

A recent eye screening at school indicates that your child may have some difficulty with vision. This letter is to request that you 

schedule an eye exam with an optometric physician or optometrist. 

Please have this form with you at the time of the examination and return it to your child's school health room with the results from 

the optometrist or eye physician. 

If financial assistance is needed to complete the exam, please contact your child's school health room. 

________________________________________________

Health Room Specialist

TO EYE EXAMINER: 
We are referring this student to you for the following reason(s): 

Failed the Snellen Test Date

Tested with glasses: Yes No

Signs or Symptoms of Visual Problems:

Comment

Comment

Other:

Left:  20/Right:  20/

PrescribedNot Prescribed

Right:  20/ Left:  20/

To be worn when?

Special Accommodations?

Diagnosis and/or etiology:

Comments:

Follow up:

DateEye Examiner's Signature

Printed Name:

Left:  20/Right:  20/
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DEAR PARENT/GUARDIAN OF:
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