_____________SCHOOL DISTRICT VISION SCREENING REFERRAL

Student Name _______________________________ Birthdate_____________ Date_________________

Grade______________________ Teacher ___________________________________________________

Dear Parent or Guardian:

Washington State added near vision screening to school requirements and updated the distance vision screening procedure effective July 2017. (Chapter 246-760 WAC)
	
Vision screenings were recently completed for your child’s class.  The results reveal that your child may have difficulty seeing. School-based screening is not a substitute for a comprehensive eye examination. Please schedule an appointment with a licensed vision care professional for a comprehensive eye exam and corrective lenses if necessary.  After your child has been evaluated, and this referral form completed, please return it to the school.

VISION SCREENING RESULTS

Distance Vision
	
	Right
	Left
	Comments

	
Without glasses   |_| 
With glasses         |_|
	
Pass |_|   Refer |_|
	
Pass |_|   Refer |_|
	



Near Vision
	
	Both Eyes
	Comments

	
Without glasses   |_| 
With glasses         |_|
	
Pass |_|   Refer |_|
	



_______________________________________		_____________________________                     
School Nurse 							Phone Number

This portion of the form is to be completed by the licensed vision care professional; after it is completed please return form to the school.

Findings and Recommendations from Professional Eye Exam 
 
Diagnosis___________________________________________________________________________________________________
[bookmark: Check2][bookmark: Check1]Corrective lenses needed     |_|YES 		|_|NO 		
   |_| Glasses         |_| Contact lenses        |_| Other_____________________________________________
Best corrected acuity     R __________ L __________
[bookmark: Check5][bookmark: Check6][bookmark: Check7]When corrective lenses are to be worn   |_| At all times      |_| Reading only     |_| Other____________________________________
[bookmark: Check3][bookmark: Check4]Preferential seating in classroom    	         |_|YES         |_|NO 
Special visual aids ____________________________________________________________________________________________
Other recommendations/comments _____________________________________________________________________________
Follow-up appointment date _____________________________


 _______________________________     _____________________________    	____________    __________________
 Signature                                                    	   Printed name			           	Date                         Telephone
