PHYSICIAN’S REPORT OF EYE EXAMINATION

Student Name:  _______________________________________________ D.O.B.

School: _____________________________________Date of Exam:

Parent or Guardian:

Address:

Background Information / History / Etiology:

VISUAL ACUITY                              O.D.                        O.S.                        O.U.      
Distance without correction:   
___________             ___________      
___________  
Distance with best correction: 
___________             ___________      
___________  
Near without correction:
         
___________             ___________      
___________  
Near with best correction:
         
___________             ___________              ___________  
VISUAL FIELD
Does the student have a field loss? ____yes  
____no 
Describe if loss is present:

PROGNOSIS AND RECOMMENDATIONS
Prognosis:  ____stable 
_____deteriorating (if deteriorating, please explain): _________________________________________________________________________________________
Treatment Regimen: _____________________________________________________________________
Was a low vision examination conducted? ____yes 
____no
Physical Activity: ____Unrestricted 
____ Restricted as follows _________________________
Glasses:   ____Not needed

____ Constant wear   
_____Close work only  

                ____Other: _____________________________________________________________________
Lighting levels, use of aids: _______________________________________________________________
Other: ___________________________________________________________________________________
EXAMINER’S INFORMATION

_________________________________________
        ______________________________________

      Examiner’s Signature 



               Printed Name

_________________________________________________________________________________________

          Office name and address      



Phone, Web Address or E-Mail
Please return form to:

	Peta-Gaye Yee Kee

Teacher of the Visually Impaired
St. Johns County School District
420 North Orange Street

St. Augustine FL 32084

Fax: (904) 547-3865
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