
D ate ____________________

N ame ________________________________________________ Birth D ate ________________________ S ex __________ G rade ____________

P arent or G uardian ________________________________________________________________________ P hone ____________________________

Address __________________________________________________________________________________ C ounty ____________________________

Testing Location ______________________________ Testing Agency ____________________________________ Tester ______________________

Illinois Department of Public Health
VISION EXAMINATION REPORT

TO  BE  C O M P LE TE D  FO LLO W IN G  S C R E E N IN G

TE S T G IV E N
1. Instrument U sed ________________________________________

a. ❏ Visual Acuity
b. ❏ P lus S phere
c. ❏ M uscle  Balance
d. ❏ N ear and Far Binocular V ision
e. ❏ O ther: ________________________________________

R E AS O N  FO R  R E FE R R AL
1. ❏ Visual Acuity
2 . ❏ P lus S phere
3. ❏ M uscle  Balance –  P horia
4 . ❏ N ear and Far Binocular V ision –  Fusion

S Y M P TO M S  N O TE D
1. ❏ Academic Achievement
2 . ❏ O bservable  S igns: ____________________________________

TO  TH E  D O C TO R  C H ILD  W E AR IN G  G LAS S E S  O R  U N D E R  C AR E

C hildren wearing glasses or under care  are  not screened as part of the  routine  vision screening program. O bservations by
screening technicians possibly indicate  the  following:

❏ Frames broken / too small ❏ Two years since last examination
❏ Lenses scratched / broken ❏ O ther: ____________________________

TO  BE  C O M P LE TE D  BY  E X AM IN IN G  D O C TO R

P LE AS E  C H E C K IF  AP P R O P R IATE :

❏ Treatment recommended
❏ M edica l
❏ G lasses
❏ C ontact Lenses
❏ O ther: __________________________________

❏ C orrective  lens prescribed
❏ C onstant W ear
❏ N ear V ision only
❏ Far V ision only
❏ M ay be removed for physica l education

❏ Visual fie ld restriction

❏ Amblyopia  exists

❏ M uscle  imbalance exists
❏ C lose work may be difficult or cause fa tigue

❏ P referentia l seating needed

❏ R e-examination advised
❏ S ix months
❏ Twelve  months
❏ O ther: __________________________________

D IS TAN C E

U N C O R R E C TE D
V IS U AL AC U ITY

BE S T C O R R E C TE D
V IS U AL AC U ITY(1) (2 )

R IG H T LE FT  R IG H T LE FT

(3) O cula rm otor Asse ssm e nt ________________________________________

______________________________________________________________

______________________________________________________________

(4) D iagnosis ______________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

(5) C om m e nts ____________________________________________________

______________________________________________________________

______________________________________________________________

______________________________________________________________

IM P O RTAN T N O TIC E
TH IS  S TATE  AG E N C Y  IS  R E Q U E S TIN G  D IS C LO S U R E  O F IN FO R M ATIO N  TH AT
IS  N E C E S S ARY  TO  AC C O M P LIS H  TH E  S TATU TO RY  P U R P O S E  AS  O U TLIN E D
U N D E R  P U BLIC  AC T 81-174. D IS C LO S U R E  O F TH IS  IN FO R M ATIO N  IS  V O LU N -
TARY, AN D  TH E R E  IS  N O  P E N ALTY  FO R  N O N -C O M P LIAN C E . TH IS  FO R M  H AS
BE E N  AP P R O V E D  BY  TH E  FO R M S  M AN AG E M E N T C E N TE R .

C O N S E N T O F PAR E N T O R  G U AR D IAN
I agree  to re lease the  above information on my child or

ward to appropria te  school or health authorities.

PAR E N T O R  G U AR D IAN ’S  S IG N ATU R E
ID P H  V -4      IL 482-0847 R evised 8-99

P lease print or stamp

D octors N ame __________________________________________________

Address ________________________________________________________

C ity __________________________________________________________

D ate  of E xamination ______________________________________________

______________________________________________________________
D O C TO R ’S  S IG N ATU R E

W hite  – D octor’s R eferra l
C anary – F ile

N
am

e__________________________________________________________
(Last)

(F
irst)

(Initial)


