HAI'IPABIIEHHE HA IMPOBEPKY 3PEHH S PEBEHKA IIKOJIBbHOT'O BO3PACTA
: (School Age Vision Referral Letter — Russian)

®amu/MsA pebeska

[oporue pooxTEH:

B COOTBETCTBHH ¢ peKoMMeHnauusami OTeNa 30paBooXpateHHA WTaTa MuHHecOTa 3peHHe Ballero peberka 6110
HIPOBEPEHO / / , TOBTOPHBIA OCMOTP POM3BELCH [ /

Bam HeoBXOAMMO MOKa3aTh pefeHKa rIa3HoMYy Bpady [0 PHYKHE WK TIPHYHHAM, YKa3aHHBIM HHXE!

} Kao6s! Ha /T0X0C 3peHHE, MOATBEPKAacMble HAG/MOICHUEM 3a [I0BEACHHEM
) HapyxHbie OpobieMBl ¢ riia3zamu
) Bo3MoxHbIe Npo6/ieMbl C F/TA3HBIMH MBIILIIAMH ,
) B oukax (Ge3 04KOB He) pearHpyeT Ha COOTBETCTBYIOUINE BO3pacTHOH
rpyIIIe CTPOdKH B Tabmue. ['1a3a: npapbii / J1eBBIA /
( ) JdabHO3Z0PKOCTH
( ) ITpo6nemsi c pysuen/cynpeccuen

o W W WanS

[ToxamyicTa, NpUHECHTe 3TY GopMy Ha OCMOTP H TIOIIPOCHTE Bpava 3ano/THHTh HHXKHIOK [10/I0BUHY.

Dear Doctor:

Please complete this portion of the form and send it at your earliest convenience to:

) Fusion defect
) External eye disease
) Other

Best Correction: Right / Left /
() Lenschanges _
Best Correction: Right L Left /

(School Nurse)
I have examined on / /
I feel the eye problem is:  Vision defect
() Not sufficient to require treatment ( ) Muscular
() Fully treatable () Myopia
( ) Partially treatable ( ) Hyperopia
( ) Not treatable () Astigmatism
() Glasses prescribed () Suppression
(
(
(

I expect that on completion of whatever treatment is necessary there will be:

( ) No significant visual handicap that may interfere with learning.
() Visual handicap that may interfere with learning.

Child should return for follow-up examination on / /

Special recommendation:

Signed




SCHOOL AGE VISION REFERRAL LETTER
Regarding

Dear Parent:
In keeping with the recommendations of the Minnesota Department of Health, your child was screened __/__/

andrescreened _ / [/ .

You are urged to take your child for a professional eye examination for the reason(s) checked below:

() Complaints of visual distress, observed behaviors

( ) Extemal eye problems

( ) Possible eye muscle problems

( ) Did not read lines on chart appropriate for age group
(with) (without) glasses Right_/ Left__/

( ) Farsightedness

( ) Fusion/suppression problems

Please take this form with you when your child is examined and ask the examiner to complete the bottom half.

Dear Doctor:

Please complete this portion of the form and send it at your earliest convenience to:

(School Nurse)
I have examined _ on _/ /
I feel the eye problem is: Vision defect:

( ) Not sufficient to require treatment ( ) Muscular
() Fully treatable ' ( ) Myopia
( ) Partially treatable ( ) Hyperopia
( ) Not treatable ( ) Astigmatism
( ) Glasses prescribed ( ) Suppression
Best Correction: Right __/ __ Left ___/ ( ) Fusion defect
() Lens changes : ( ) External eye disease
(

Best Correction: Right _/ _ Left ___/ ) Other

I expect that on completion of whatever treatment is necessary there will be:
() No significant visual handicap that may interfere with learning.
( ) Visual handicap that may interfere with learning.

Child should return for follow-up examinationon _/_/ .

Special recommendations:

Signed
-56-



