=N N
RV Health Services Vision Referral Form (Thi Giac)

Date:
Name: DOB: ID#:
Campus: Grade: Homeroom:

Kinh thua Qui Phu Huynh: L6p cua con em qui vi vira hoan tat mot dot kham mét. Két qua cho biét em c6 thé gap phai kho khan véi thi giac (kha
ning nhin). Xin qui vi vui long Iy hen vdi bac si nhdn khoa ngay dé em dugc chin doan ding dan. Sau khi em dugc bac si kham va dién vao mau
don dudi nay xong, xin qui vi mang don nay tr¢ lai trudng cho y ta nha truong.

Néu con em qui vi d3 duoc khdm va chira cho vén dé nay, xin qui vi ky vao phﬁn tir chdi vao cubi cua 14 thu nay va dem ndp cho y ta nha truong.
Neéu qui vi c6 thac mac vé chuong trinh khdm mat hodc mudn biét nhiéu hon vé viéc nay, xin vui long goi cho toi.

Y Té Nha Truong (School Nurse)

Distance Acuity Screen:

First Screen Date: Second Screen Date:
With Correction Yes No I With Correction Yes [ No [
Chart Used Chart Used
Letter Letter
Right Eye 20/ NGM Right Eye 20/ NGM
HOTV HOTV
Left Eye 20/ Machine Left Eye 20/ Machine
Tumbling E Tumbling E
Symbol Symbol
Pass O Fail o Pass O Fail o
HIRSCHBERG CORNEAL LIGHT COVER-UNCOVER TEST:
REFLEX:
NEAR: ) No Movement FAR: ) No Movement
Right Eye: Left Eye: Right Eye: Left Eye: Right Eye: Left Eye:
(Put an X where the light falls on eye) (With an arrow, show the direction the eye
moved, if it moved)

REFERRAL TO EYE CARE SPECIALIST (OPHTHALMOLOGIST OR OPTOMETRIST) DUE TO:

[0  Distance Acuity Test [0 Cover-Uncover Test (1 Observable Signs or Symptoms
[0  Plus Lens Test [0 Unscreenable [0 Light Reflex Test

[0 Hirschberg-Corneal [0 Parent/M.D. Request [0 Other

Comments Name of Screener

Physician, please complete the following:

Results:
Recommendations:
Comments:
Signature Title
Printed Name Date
Return completed referral to school nurse

WAIVER OF REFERRAL (Tir Chéi viéc Kham Mit)
Con t0i, , hién dang dugc mdt bac si nhan khoa lo léng cho vén dé dugc néu trén.
Chit Ky cua Phu Huynh (Parent’s Signature) Tha ng, ngad y, nad m (Date)
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