Date 




Dear Parent/Guardian:

Each year vision screening is conducted on all third graders as mandated by the Commonwealth of Virginia.  The results of the screening conducted on your child are as follows:


________________ Date of screening  _____________ Date of screening


________________ Right eye
    _____________ Right eye


________________ Left eye

    ______________Left eye

Ideal results for children this age are 20/20 or 20/30.  As this test was conducted for the purposes 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.  

When your child has had an examination, please have the doctor or clinic complete the form at the bottom of this page and return it to the school.

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






Sincerely,




School Nurse

------------------------------------------------------------------------------------------------------------

Doctor or clinic:  Please complete this form and return it to me at the above address:

I have examined ________________________________ 

Findings:________________________________________________________________

Recommendations:________________________________________________________

_______________________________________________________________________

Date:______________________                 Signature_____________________________

