State of lllinois
Eye Examination Report
Mlinois Baw requires Gl peool’ of an cye exammation by sn apiomatrist or physician who providas complete sve examizations be submittad 10 the school no lntar fharn

October 15* of the year the child i first carolled oc 25 required by (be schoal fix ofbe children. The cxaminstion must be completed within cos year grice to the child
beginning school.

Student Name: Birth Date: Sex Grade:
fast) (First) < (Middle Inibs) (Mo) ©ay) (¥r)
Parant or Guardian: Phonge;
[l {Firsy (Area Code)
Address: County:
(Numbes) {Stre=) (City) (Zp Coce)
T i o e T o e 8 8 R DT DI Ry, AT DR OG0 25 11 e P s o e SR L o0t
Case History Dats of Exam:
Ocular History: 0 Normal or Positive for:
Medical History: O Normal or Positive for:
Drug Allergies: 3 NKDA or Allergic to:
Other Information:
Examination
Refraction: Distance | Near
Right ' Left ‘ Both Both
Unaidad Visual Acuity: 20/ 207J 207 207/
Best Corrected Visual Acuity: 20/ 20/ 20/ 20/

Was refraction parformed with cycioplegic agents? 1 Yes ONo

Normal Abnormal Not Able to Assess Comments
External Exam (eye and adnaxz) [ | =] a
Internal Exam {mediz, lens, fundus, ote.) Q Q 3
Naurological Integrity (pupils) 0 O [
Binocutar Function (slereopsis) m =] a
Accommaodation and Vergenca 0 B O
Color Vision Q Q Q
IOP (glaucoma) a a a
Oculomotor Assessment Q s | Q
Other; O a (]
Diagnosis
U Nomal O Myopia 0O Hyperopia ) Astigmatism 0 Strabismus U Amblyopia
Other:
Recommendations

1. Comaciive Lenses: O No O Yas, glassas should be wom for: U Constant Wear U Near Vision U Far Vision
Q May Be Removed for Physical Education

2. Preferential seating recommended: Q No 1 Yes Commenis:

3. Recommend re-examunation: 2 3 months O 6 months U 12 months . U1 Other
4 o,
5. o
Consaont of Parent or Guardian
. 1 agres W0 relcwss e sbove mivouation o ey shild of ward
Print Name: to appropciate school oc health authoritics.
Oplormetis! o Physician Who Provides Cye Lxaminalions
Address: (Pazeal ox Guardias's Sipuaturs)
. i E e
Signaturs; Phone:




