DEPARTMENT OF HEALTH SERVICES

1975 West Lowell Ave     Tracy, CA   95376     

(209) 830-3241,  fax (209) 830-3242     www.tracy.k12.ca.us

  “The future belongs to the educated”


[image: image1.png]



To Parent(s)/Guardian(s) of : _____________________________________ Date: ___________

From: ________________________________________________________________________

Grade: _____ Teacher: ____________________________  School:_______________________


       Has failed a Vision Test* given at school and should be examined by an eye doctor.


Right  20/ _______ Left 20/_______

         Right 20/_______   Left 20/ _______



        Far Acuity



                 Near Acuity


(       Other ___________________________________________________________________


(       See attached form

*NOTE:  These are screening tests and failure only indicates that a more complete examination should be 
done.  
When the examination is done, Please ask your Physician to fill in the information below and mail it to us.  If you have any questions, please contact Health Services at (209)830-3241.

REPORT OF EXAMINATION

1.
Diagnosis _______________________________________________________________

2.
Were glasses prescribed?

yes _____
no _____


For constant wear?


yes _____
no _____

3.
Recommendations to school: ________________________________________________


__________________

__________________________________________


                  DATE




                PHYSICIAN’S   NAME,   PLEASE  PRINT



__________________

__________________________________________


            TELEPHONE



                                            PHYSICIAN’S   SIGNATURE

4.
PLEASE REMIT TO:

HEALTH SERVICES






1975 West Lowell Avenue





Tracy,  CA    95376-4095

          




Attn.: School Nurse
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