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Health Care Provider, please complete this form.

Child’'s Name: Date of Birth:

School Name:

Provider comments:

I have examined this child on / /

My findings are:

Right: 10/ (20/ ) Left: 10/ (20/ ) without corrective lenses

Insufficient to require treatment

Corrective lenses prescribed or there is change in the current prescription.
Best Correction: R/ L./

Muscular Condition was not found or insufficient to require treatment
Muscular Condition is being treated by corrective lenses or other method
There is no significant visual condition that will impact the child’s learning

This child has a visual condition that may impact learning. Recommendations

include:

Other

Child should return for follow up examination on

Provider Name/Title;

Contact Information:
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Schools nurse or health staff fill out this section below before sending home

Please have the parent return this form to the school or you can return this to

School Nurse Name:

Phone:

Address:

Email;
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1 (Minnesota Department of Health)

zsnc@ﬁ oowoéoagsoo@ﬁ (Child and Teen Checkups)

651-201-3650
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health.childteencheckups@state.mn.us

www.health.state.mn.us
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