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REPORT OF ROUTINE EYE EXAMINATION 
 
                                    Date examined_____________________ 

                                                            
Student's name/Grade____________________________________________________  

  

Address ______________________________________________________________ 

 

1.  Visual Acuity  

       FAR        NEAR 

                 Right       Left        O.U.  Right          Left O.U. 

With glasses/contacts             20/___     20/___     20/____    20/___        20/___     20/____       

Without glasses/contacts        20/___     20/___     20/____    20/___        20/___    20/____    

 

        2.  Convex Lens (excessive farsightedness):  Passed___ Failed___  Not Tested____ 

 

        3.  Color vision:      Passed___ Failed___  Not Tested____ 

          

       4.  Stereo/Depth Perception:    Passed___ Failed___  Not Tested____ 

 

Glasses prescribed                � YES � NO 

                                                                                                                                         

Constant Wear   � YES � NO 

 

Near Work Only  � YES � NO 

 

Distance Work Only  � YES � NO 

 

Special seating in the classroom is advisable � YES �  NO 

 

Should student return for further care? � YES �  NO 

 

 Diagnosis:_________________________________________________________________________

 _________________________________________________________________________________ 

 

_________________________________ ___________________________________ 

 Physician's name (print)    Physician's signature 

________________________________________________ _________________ 

           Physician’s Address       Phone # 
 


