Children’s Vision Screening Program

Referral Letter

________


____________________________________________ __________

Child’s Name 






          Age          Sex           Date
______________________________________________________________________________

Address







______________________________________________________________________________

City                                                                           Zip                                            Phone #

Dear Parent:

A recent vision screening indicates that your child may be experiencing some vision difficulty. Although these results are not a diagnosis and do not necessarily mean that glasses or treatment is needed, we urge you to make an appointment now and take your child to an eye doctor to determine if there is a vision problem.  Your child’s vision screening indicated the following:

□
Child did not pass the distance vision test    Right:   20/______     Left:  20/______

□
There was a two-line difference between the eyes    Right:   20/______     Left:  20/______
□
A sign or symptom of a problem was observed__________________________

□
Child did not pass the near vision test
Binocular:  20/_______


□
Child did not pass the color vision test

□
Child did not pass the stereopsis screening

Please give this form to the eye care professional when you take your child in for an examination. This information will help the doctor understand the reason for this referral.

If you have any questions or concerns regarding this vision referral, please contact me at the telephone number listed below.

_____________________________________
_________________________________________

School Nurse/Screener  (Please Print)

School Nurse/Screener Signature

_____________________________________        _________________________________________

School Name                                                            School Address 

_____________________________________
_________________________________________

Telephone Number




City                                        State              Zip

► Please take this form to the eye doctor and have them complete the reverse side of this letter.



Examiner’s Report Form 

Attending Doctor:

This child’s vision was recently screened at school, and a professional eye examination was recommended based on the results of the screening.  Please complete the report form and return it to the school nurse at the address indicated on the reverse side of this document.

Child’s Name:_______________________________________________________________________

Date of Birth:  ______/________/_______

Date of Examination:________________________ 


Visual Acuity: 

Distance:
Right   20/________  Left     20/_________

Near:

Binocular:  20/________


Diagnosis: 
□   Amblyopia

□   Muscle Imbalance (Specify)__________________________________________________________

□   Refractive Error:      □  Myopia
     □  Hyperopia 
    □  Astigmatism
□   Other (Specify)____________________________________________________________________

□   No Problem Detected

Treatment:



□   Glasses Prescribed:    □  Yes  □  No   □  Full-Time  □  Part-Time  (Specify)___________________

□   Other (Specify) ____________________________________________________________________

□   Follow-Up Care Recommended_______________________________________________________

Examiner’s Name
_________________________________________________________________



Address                      _________________________________________________________________

Phone Number
_________________________________________________________________

===============================================================================

Consent of Parent/Guardian:  I agree that the above information may be released to the school  

                                               system for the purpose of providing educational services to my child.

Date_____________
Parent/Guardian Signature ____________________________________________


Children’s Vision Screening Program

Dear_________________________________________________:

On _______________, a letter was sent to you notifying you that your child, ____________________

failed the vision screening at school and should receive a professional eye exam by an eye doctor.  Your 

child may have already had an eye exam and I am simply not aware of the results.  

Please complete this form and mail it to me at the address shown below.  Your prompt reply is 

greatly appreciated.

Sincerely,

___________________________________________________________________________________

School Nurse






 
Date

___________________________________________________________________________________

School Name







Telephone Number

___________________________________________________________________________________

Address                                                                        City                         State                     Zip

▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬

· I have taken my child,______________________________________, for an eye examination to:

Doctor’s Name:  _______________________________________________________________

Address:  ____________________________________________________________________

Exam Results:_________________________________________________________________

Were glasses prescribed?       □  Yes     □  No

Other Treatments or Recommendations ____________________________________________ 

____________________________________________________________________________

· My child has an appointment on _____________________ for an eye examination with:

Doctor’s Name:  _______________________________________________________________

Address:  ____________________________________________________________________

· I need help planning or paying for an eye examination.   □  Yes   □  No
Comments:__________________________________________________________________________

Child’s Name:_______________________________________________________________________

School & Grade:_____________________________________________________________________



Examiner’s Report Form 

Attending Doctor:

This child’s vision was recently screened at school, and a professional eye examination was recommended based on the results of the screening.  Please complete the report form and return it to the school nurse at the address indicated on the reverse side of this document.

Child’s Name:_______________________________________________________________________

Date of Birth:  ______/________/_______

Date of Examination:________________________ 


Visual Acuity: 

Distance:
Right   20/________  Left     20/_________

Near:

Binocular:  20/________


Diagnosis: 
□   Amblyopia

□   Muscle Imbalance (Specify)__________________________________________________________

□   Refractive Error:      □  Myopia
     □  Hyperopia 
    □  Astigmatism
□   Other (Specify)____________________________________________________________________

□   No Problem Detected

Treatment:



□   Glasses Prescribed:    □  Yes  □  No   □  Full-Time  □  Part-Time  (Specify)___________________

□   Other (Specify) ____________________________________________________________________

□   Follow-Up Care Recommended_______________________________________________________

Examiner’s Name
_________________________________________________________________



Address                      _________________________________________________________________

Phone Number
_________________________________________________________________

===============================================================================

Consent of Parent/Guardian:  I agree that the above information may be released to the school  

                                               system for the purpose of providing educational services to my child.

Date_____________
Parent/Guardian Signature ____________________________________________


Referral Criteria


20/50 or worse in either eye for a 4 or 5 year old.


20/40 or worse in either eye for 6 years and older.


2 line difference in visual acuity between the eyes.


Failed Stereopsis Screening.
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Referral Criteria


20/50 or worse in either eye for a 4 or 5 year old.


20/40 or worse in either eye for 6 years and older.


2 line difference in visual acuity between the eyes.


Failed Stereopsis Screening.
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