
NAME:  _____________________________________________________________________________ 

DISTANCE VISUAL ACUITY: 

Right Eye _______________ 

Left Eye  ________________ 

Both Eyes  ________________ 

STATIC REFRACTION: 

Pass_____ Hyperopia _____ Myopia _____ Astigmatism ______ Anisometropia ______ 

COVER TESTS AND VERSIONS: 

Pass __________ Fail __________  

INTERNAL AND EXTERNAL CHECK: 

Pass __________ Fail __________  

COMMENTS: 

_____________________________________________________________________________________ 

_____________________________________________________________________________________ 

  ________________________________

  DATE 

_______________________________________ 

SIGNATURE OF DOCTOR  

_______________________________________ 
PRINTED NAME OF DOCTOR 
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