
 

EYE SPECIALIST REPORT           

 

Student’s name___________________________________________         Date__________ 

 

Visual Acuity:     FAR    NEAR 

 

      Right / Left   Right / Left 

Without correction:    ____  ____   ____  ____ 

 

With correction:    ____  ____   ____  ____ 

 

 

Diagnosis or explanation of eye condition: 

__________________________________________________________________________________________

__________________________________________________________________________________________

______________________________________________________ 

 

Plan of Treatment: 

 

Glasses prescribed   YES____  NO____ 

 

Constant Wear    YES____  NO____ 

 

Near Work Only        YES____  NO____ 

 

Distance Work Only     YES____  NO____  

 

Contact(s) prescribed      YES____  NO____ 

 

Recommendation for school:  _________________________________________________________________ 

__________________________________________________________________________________________

________________________________________________________________________________________ 

 

Return visit:_____________________________ 

 

______________________________   ______________________________ 

Print Name of Eye Care Specialist    Signature of Eye Care Specialist 

 

______________________________   ______________________________ 

Telephone number      Fax number 

 

 

LINE MOUNTAIN SCHOOL DISTRICT 

 

Line Mountain Middle/High School 
Dwain Messersmith, HS Principal 

Jeffrey Lagerman, MS Principal 

Ph. (570)758-2011 Fax (570) 758-1514 
Allison Michael, RN, BSN, CSN 

 

Line Mountain Elementary School 
Kyrie Ciborowski, Principal 

Ph. (570)797-3825 Fax (570) 797-4001 

Candace Adams, RN, BSN, CSN 

 


