DESS FORM 28                                                                                                                                       

Exceptional Student Services

500 Dusy Street

Dothan, Alabama  36301

Phone 334-793-1397              Fax 334-792-7213
VISION EVALUATION

Follow-Up Report

Referral Information

Student __________________________________
Age__________
Date of Birth ________________________

School  _________________________________________________
Grade ______________________________

Dates of Initial Screening/Retest__________________________
Screener ___________________________

Screening Results:
_______________________________________________________________________

____________________________________________________________________________________________
Summary of Findings to be completed by Physician 
Date of examination:  __________________________
I have examined the above student and determined the medical diagnosis or condition is classified as:  

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

Visual Acuity:
with glasses

Right
_______

Left
_______

Both
_______



without glasses

Right
_______

Left
_______

Both
_______

· Vision adequate for individual educational testing purposes.

· Vision not adequate for individual educational testing purposes.  

Further medical evaluation is indicated: 

· Yes

· No 

Recommendations to School:

Preferential seating
[     ]
Yes

[     ]
No






Large print books
[     ]
Yes

[     ]
No






Periodic vision tests
[     ]
Yes

[     ]
No






Low vision clinic
[     ]
Yes

[     ]
No






Other (please verify)
___________________________________

Comments:
______________________________________________________________________________

____________________________________________________________________________________________.

____________________________________________

___________________________________
Physician/ Vision Specialist Signature





Date

Please return completed form to: Dothan City Schools, Exceptional Student Services

 500 Dusy Street, Dothan, AL  36301

Revised August 2003


