
The Pennsylvania School for the Deaf

100 W. School House Lane

Philadelphia, PA 19144

(215) 951-4732

Vision Examination

Dear Doctor:

As you know, vision is critical to the success of any child.  This is particularly true for hearing- impaired children.  Please kindly take a few moments to complete this form and make recommendations regarding this child’s vision condition/needs.  This will help assure that the visual needs of our children are met.  Thank you very much.

_____________________________________

______________________________

Child’s Name





Date

1. Unaided V.A. at distance:



If child wears glasses:
O.D. (right) _____________ 



1. a.  Aided  V.A. at distance:


O.S.  (left)  ______________  



O.D.  (right)  _____________
O.U. (both) ______________



O.S.   (left)    _____________







O.U.   (both)  _____________
2.  Unaided V.A. at near:



2. a.  Aided V.A. at near:

O.D.  (right)  _______________



O.D.  (right)  ______________
O.S.  (left)     _______________



O.S.   (left)    ______________
O.U. (both)   ________________


O.U.  (both)   _______________
3.  Binocular Status: 


Distance:  __________________________________

Near: _____________________________________  
4.  Accommodative Status: (please check one)

________ adequate     ________  inadequate

5. Ocular-Motor Status: (please check one) 
      ________ adequate     ________   inadequate

6. Color Vision:  _____________________________________________________________________
Child’s  Name: ______________________________
Date: __________________________

7. Ocular Health:

internal: _____________________________________________________ 

external: _____________________________________________________ 

8. Refractive Status:

___________  myopia    
__________   hyperopia

___________  amblyopia
___________ astigmatism

9. Recommendations for corrective lenses: (indicate one)

_____ not needed

_____ current prescription adequate

_____ new prescription needed

If glasses are prescribed, please check all that apply:

_____  constant wear 
_____  may be removed during gym

_____  reading only

_____  special seating needed

_____  distance only
_____ Other: __________________________
10. Is referral to another specialist indicated?  ___ yes, ___ no If yes, please explain.

_____________________________________________________________________

_____________________________________________________________________

11. Should child return for follow up visual care? ___ yes, ___ no If yes, please indicate date.

      ___________________________________________________________________________ 
_________________________________________
____________________________________ 

Examiner’s Signature




Examiner’s Name 

(Licensed Optometrist or Ophthalmologist)

(please print)
_________________________________________________________________
 ___________________
Examiner’s Address


City, State, Zip



     Telephone Number
Please return completed form to:
Jack D. Voss, EETT






The Pennsylvania School for the Deaf






100 W. School House Lane






Philadelphia, PA 19144
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