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Appendix H-I1 






Child’s Name: 						      
Date: 								                                                

Dear Parent/Guardian: 

This is to inform you that your child did not pass his/her vision screening, which was administered today while at Early Head Start, Head Start, Pre-K Counts, or Childcare. 

Please schedule an appointment with your child’s Primary Care Provider and ask them to complete the attached form and return it to your child’s teacher. 

If you have any questions or concerns, please contact Early Learning Connections Health Nutrition Specialist at 724-287-2761 ext.121.

Very Respectfully,




Early Learning Connections Staff
























Dear Primary Care Provider and/or Eye Care Provider,  

The child listed below has participated in a vision screening conducted with a SPOT Vision Screener. The screening results indicated the need for a complete eye examination. 

Please complete and return this checklist your professional examination results. 

Child’s Name: 						 DOB: 		 Sex:   M    F

Parent/Guardian: 							 Phone: 			

Address: 												

To be completed by the Primary Care Provider or an Eye Care Specialist:

Testing Results: 			Distance Acuity			Near Acuity

					(OD) Right Eye 20/			(OD) Right Eye 20/

					(OS) Left Eye 20/			(OS) Left Eye 20/

Observations: 			Acuity: (OD) _____________	(OS) ____________

Diagnosis:							Treatment: 

Normal 		Yes ___ No ___			Glasses	Yes ___ No ___

Amblyopia		Yes ___ No ___			Patching 	Yes ___ No ___

Muscle Imbalance 	Yes ___ No ___			Surgery 	Yes ___ No ___

Refractive Error	Yes ___ No ___			Observation	Yes ___ No ___

Other			Yes ___ No ___			Other 		Yes ___ No ___

Specify: ______________________			Specify: ____________________

Comments: 
	
Name of Examiner (Print):				             	        Date:_____________             

Signature of Examiner: 										
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