State of lilinois
Eye Examination Report

Hinois law requires

sbhmitted o the school no Ia

that proof of an eve examination by an optometr
s it
The examination must be completed within one v

er than October 15 of the vear the child is first enrolled or as reguired ‘m
“prior to Gctober 15 of the vear the child enters an

o

Student Name

{Last) {Firsty
Birth Date Sex Grade o
{Manth/Day/ Year)
Parent or Guardian
(Lasty (First)

Phone

oa Lodes
Address

{(Nombors {Street) S (217 Codel

Case Histary

Date of Fxam
Ocular History: 4 Normal  or Positive for
Medical History: A Normal  or Positive for

Drug Aller S NKDA  or Allergic to

ISR N

Other Information

Examination

Refraction: Distance Near
Right Lefi Both Both

Unaided Visual Acuity 20/ 20/ 20/ 20
Best Corrected Visual Acuity 1 20/ 26 20y 20/
101 performed with cveloplegic agents? U Yes
rmal Abnormal Mot Able fo Agsess Comments

L

LSO N I D S S A
LUV I O R A N S

< Agtigmaiizm A Strabisinus 3 Amblyopia




Recommendations

1. Corrective Lenses: U No U Yes, glasses should be worn for:
I Near Vision

4 Constant Wear

State of lllinois
Eye Examination Report

L Far Vision

U May Be Removed for Physical Education

73

Ll Yes

Preferential seating recommended:

Comnents

4 3 months

3, Recommend re-examination:

wi Uther

- 6 months

12 months

Print name

Optometrist or Physician who provides eve examinations

Address

Phone

Signature

Optometrist or Physician who provides eyve examinations

{Source: Amended at 32 [IL R

&

iy

oo

Consent of Parent or Guardian
1 agree to release the above mformation on my child
or ward to apprepriate school or health authorities.

{Parent or Guardian's Signature}




