


Please return to teacher by

PERMISSION FOR VISION SCREENING
Please PRINT all information:

School

Child's Name
Age Birthdate .. Sex M F

Parent / Guardian
Name

Address

Phone (H) (W)

Has child ever been under the care of an eye specialist?
YES NO

Is child currently under the care of an eye specialist?
YES NO

Does child wear glasses?
YES [ | NO

If your child wears glasses, please be sure he/she wears them on the screening date.

Parent/Guardian Signature

Date

Optional: Ethnicity

[]caucasian  [] African American Hispanic
[1Asian [ INative American _[10ther

My signature grants permission for the vision screening
and the release of results to the facility’s professional staff.

B e ——
For Screener’s use:
Color Screening Results: (-)___ or (red C)

Please check any piates missed:
3 4 6 7 8

Knows letters Will match letters 7/06
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