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Name: Psychologist: Date:
Schoot: Grade: Age: Sex:
(LEFT) AUDIO (RIGHT)
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VISION |
NEAR POINT FAR POINT

(without glasses) (with glasses)  (without glasses) (with glasses)

LEFT 20/ 200 LEFT 20/__ . _ _ 20/

RIGHT 20/ 20/ RIGHT 20/ 20/

BOTH 20/ 20/ BOTH 20/ 200 _

COLOR BLIND:____ VERTICAL IMBALANCE:

FLASH CARDS: LATERAL IMBALANCE:

COMMENTS: APPROVED BY:
Student ___ Passed Vision __ Failed Vision ___Passed Hearing ___ Failed Hearing
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Next Steps: :

Signature of School Nurse




