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State of lllinois
Eye Examinatlon Report
Mirol Taw requites that proof of en eye examinstion by an optomeirist or physician who provides complete eve examinations be submirted fo the school no later than
October 13 of the year the child is fmst enrolled or as required by the schoal for other children, The examination must be completed within onc year prior to the child
beglnning school.

Sludent Name: Birth Date: Sex: Grads;
{Lagh {Firel) {Middle Tnillal) (Mo) (Day) (¥r)
Parent or Guardian: ) Phone:
{Lasl) (Fhst {Area Code)
Address; ; County:
(Straof) (City) {ZIp Code)

(Numben)

Case History Date of Exam:
Ocular History: G Normal or Posltive for;
Medlca] History: O Normal or Posltive for:
Drug Allergles: ~ . 0O NKDA _or Allergle to:
Other Information:
Examlnatlon
Refraction: Distance ' | Near
Right , left Both Both
Unalded Visual Aculty: 20/ 201/ 20/ 201
Besi Corracted Visual Acvity: 20/ 20/ 20/ 20/
Was refraction performed with cycloplegic agenta? [l Yes 0 No
‘ Nornal Abnormal Mot Able to Assess Comments
External Exam (eye and adnexa) 0 a a
Internal Exam (medla, lens, fundus, ete.) 0 | Q
Naurologicat Integrity (pupils) a a Q
Blnocular Function (stereopsls) o ] (W]
Accommodatton and Vergence a 0 (]
Color Vislon a a A
10P (glaucoina) [} o |
Oculomotor Assessment i d a
Other; a (] ]
Diagnosls
O Normal Q Myopia Q Hyperopla 0 Astigmatism Q Sfrablsmus 0O Ambiyopia
Other:

Recommendations

1. Correclive Lenses: O No O Yes, glasses should be worn for; O Constant Wear 1 Near Vision -0 Far Vigion

O May Be Removed for Physleal Educallah

2. Preferential seafing recommended: O No O Yes Comments:
O 3montha O6months 312 months - 0 Other

3. Racommend re-examinalion:

4.
5.
Caneant of Parent or Guardlan
) Tagres to relense the above informeation on my child or ward
Print Nama: fo appropriale school oy sicalih autherltles.
Optomairist or Physiclan Who Provides Eya Examinalions
Address: {Pareat or Guardian’s Signufure}
Signature: Phone:

Optometdst or Physiclan Who Provides Eye Examinallons
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State of lHlinols .
Depariment of Fublic Health

EYE EXAMINATION WAIVER FORM

Please print:

Studenf’s Name: Last First Middie Birth Date; proanoayreen
/o
Address: Street T City ' _2IP Code Telephone:
Name of School: Grade Level: Gender: |
| ' ijMale [ ] Female
?arent or Guardian: - Address (of parent/guardlan):

t am unable to obfaln the required vision examinatlon because:

[J My child Is enrolied In the free and reduced lunch farogram and is ineligible for public insurance (Medicald/All KIDS).

0 My child is enrollad In Medicaid/All KIDS, but we are unable to find a medical doctor who performs eye examinations or an
. optometrist in the community that is able to see the child and accepts Medicaid/All KIDS,

n My child does nat have any typa of medical or visionfeye care insurance coveraga, and thers are no low-cost vision/eye
clintes In our communlly that will see my child.

Signalure Dale

lNinols Dapartiment of Public Health, Division of Health Azsessment & Screening
247-782-4733 » TTY (hearing Impalred use only) 800-547-0466 » www.idph, state.ilus
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