m DEPARTMENT
OF HEALTH

Mucbmo o HanpasneHuu K opTanbmonory

®UO pebéHka: [ata poxa.:

YBaxkaemble poautenn/onekyH!

Hawa wKona NnpoBOAUT CKPUHWUHT 3PEHMA B COOTBETCTBUU C TpebOBaHUAMM, pa3paboTaHHbIMM
[enapTameHTOM 34paBoOXpaHeHMA wTata MmnHHecoTa. 3peHune Bawero pebeHKa 6bino
npoBepeHo

MorKkanyicra, oTBeanTe Ballero pebeHka K opTanbmonory ans NnpoBepkn 3penus. MNepepaiTe
€My 3TO NUCbMO C pe3yabTaTaMun MPOBEPKU 3PEHUA B LLKOE.

Mpasbiii rnas 10/ (20/ ) Nesbitt rnas 10/ (20/ ) ana 3peHun
BAab.

Balw pebeHOK He CMOT MPOYMTaTb CTPOKM B Tab/inLe, COOTBETCTBYIOLLME €ro BO3pacTy, Uau
Pa3HULA MeXay 3peHnem 1eBOro U Npasoro rnasa 6bina 60/blue, Yem Ha OAHY CTPOKY (c)
(6e3) KoppPEKTUPYHOLLUX NNH3.

Bawemy pebéHKy TpyAHO BUAETb 06bEKTbI, PACNONOKEHHbIE B6AU3U (CKPUHUHT Ha
aNbHO30PKOCTb).

Baw pe6eHOK Kanoeancda, 4To nNaoxo snauT.

BHewHwW BMA rnas(a) Bawero pebeHKa He TakoM, Kak y 60/bLUMHCTBA AeTel, a UMEHHO:

Bo Bpems CKpUHMHra HabloAaNUCb BO3MOKHbIE NPobaembl ¢ 6anaHCOM rNasHbIX MblLL,
(korga 3payYkm AONKHbI CMOTPETbL B OAHOM HanpaBAEHUK).

AHOpPManbHbIN pedaeKc ceTyaTkM (KpacHbli LBET).

lnasHble 60ne3HN B aHaMHe3e y pebeHKa/cembH.

Ecnan y Bac ecTb BOMPOChI, UM Bam Hy»KHa MOMOLLLb B MPOXOXKAeHUN obcnenoBaHus y
odTanNbMO/I0ra, CBAXKUTECH C HAMM.

MonpocuTe Bawero o$pTanbMo/I0ra 3ano/HUTb GOPMY (HUMKE) U BEPHUTE 3aM0/IHEHHYIO dopMy
B BaLly LIKOAY.



VISION REFERRAL LETTER

Health Care Provider, please complete this form.

Child’s Name: Date of Birth:

School Name:

Provider comments:

| 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:

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:




Jta cTaHaapTHasa dopma paspabotaHa MDH ([enapTtameHT 3gpaBooxpaHeHna MN) a4na ncnonb3oBaHMA B LIKOAAX.

MuHUCTepCTBO 34paBooxpaHeHns MuUHHecoTbI
Mporpamma meaoCMOTPOB AeTel U NoAPOCTKOB
651-201-3650
health.childteencheckups@state.mn.us
www.health.state.mn.us

02/2023

Ansa noayvyeHus amol ¢popmebi 8 Opyeom popmame 38oHUMe: 651-201-3650.
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