Date:  _____________________


Teacher:  ______________________







Grade:  _______________________
Dear Parent/Guardian:
Based on my initial vision screening of _____________________________, I suggest further evaluation by an eye doctor. My findings were:  Right eye _____ Left eye _____ with the use of the Snellen Eye Chart. My finding for near vision using both eyes together was ______I am attaching an application from Prevent Blindness of NC. If your child is not covered by any other type of vision insurance which includes Medicaid, then I may be able to obtain a free vision exam plus free glasses if needed. When I receive you completed form I will submit it. When I receive the voucher from PBNC, I will forward it on to you.

Thank you,

Laura Kirkpatrick, RN, BSN

School Nurse

Madison County Schools
*Please have the examiner complete the back of this letter and 

return it to your child’s teacher who will forward it to me

Report of Eye Examination:



Date: ___________________

Visual Acuity




R

L


Without correction

       ______
        ______


With correction

      ______
        ______

Diagnosis or explanation of eye condition_____________________________________

________________________________________________________________________

Plan of Treatment:


Glasses prescribed? ____________________________________


Worn constantly? _____________________________________

Recommendations for school:________________________________________________

________________________________________________________________________

When should this child be re-examined? _______________________________________

________________________________________________________________________


_________________________

_________________________


     Signature of Examiner



Phone Number
