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Dear Parent/Guardian:

Name of student: _________________

Each year vision screening is conducted on all students in grade X  as mandated by the Commonwealth of Virginia.  This year the vision screening was completed using a photo-screening device called Spot Vision Screener.  Your child did not pass the vision screen on the dates below:  
Date of first vision screen:_________________

Date of second vision screen: _______________
As this test was conducted for the purpose of screening not diagnosis, it is recommended that you have your child’s vision tested by an eye doctor such as an optometrist or ophthalmologist.  

It you have any questions regarding the screening procedure please contact me at the school.  Thank you for your cooperation.

Sincerely,

School Nurse
REPORT OF EYE EXAM

Student  Name:_____________________________________________________________________________

Plan of Treatment

  

  YES
  NO




  YES  
  NO

Glasses Prescribed



 _____     _____

Constant Wear

 _____     _____

Near Work Only



 _____     _____

Distance Work Only
 _____     _____

Contact(s) Prescribed



 _____     _____

Return Visit

 _____     _____

Recommendation for school: _______________________________________________________________
____________________________________________          _____________________________________________

Date




                 Signature of Optometrist or Ophthalmologist
