Parent Sample Letter (On School Letterhead)
Vision Screening
Dear Parent,

Your child is being referred for further testing and we recommend that you take your child for an eye examination.  When completed, please return this form to school.  Thank you.

Students Name _______________________________________________

Birth date _______   School _____________________________________ 

Date ________________ School Nurse _____________________________

Reason for Referral:


[ ] Failed Distance Vision


 Rt Eye: ___________________


 Lt. Eye: __________________


 [ ] without glasses  [ ] with glasses

[ ]  Failed Near Vision



[ ] Failed Muscle Balance


Screening Results:



Screening Results:

(Referral criteria – 20/30 each eye and more

(Referral criteria – Horizontal reading of 10 or more than one line difference between eyes.)
exophia or 5 esophoria..  Vertical  

reading hypophoria or hyperphoria.)

Rt Eye:  ____________________

Horizontal Reading: ____________

Lt Eye:  ____________________

Vertical Reading: ______________

Both Eyes:  _________________

Unable to see red line:  [ ]

# Line Difference Between Eyes: _____
Excessive movement of line:  [ ] 


Referral Response Form:

Referral Findings Confirmed:  Yes [ ]  No [ ]

If Yes, please identify treatment.

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Provider Name ________________________________  Date ______________

Phone __________________________

This information may be released to the school.  _________________________________


Parent Signature

