
Report of Eye Examination 
Dear Provider: 
 

In order to evaluate the effectiveness of this program, we are asking you to complete this form and return it to the McFarland School District Health 
Office address or fax number listed below. As always, your feedback is greatly appreciated! 
 
I gave ____________________________________________________ an eye exam on________________________________.                                                      
​ ​ (Child’s Name)​ ​ ​ ​ ​ ​ ​ (Date) 

 
VISUAL ACUITY:​ ​ Uncorrected​ Right​ 20/______________​ Left ​ 20/______________ 
​ ​ Corrected ​ Right​ 20/______________​ Left​ 20/______________ 
 
DIAGNOSIS (check one):​ ___​ Normal​ ​                        HISTORY (check one):    ___New vision problem 
​ ​ ___​ Amblyopia​ ​ ​ ___Previously diagnosed problem 
​ ​ ___​ Muscle Imbalance 
 
REFRACTIVE ERROR:​ ___​ Nearsightedness​            FOLLOW-UP APPOINTMENT (6-12 months): ________________ 
​ ​ ___​ Farsightedness​ ​  
​ ​ ___​ Astigmatism​             Other:_________________________________________ 
 
TREATMENT:​ ​ ___​ 1st lenses prescribed 
​ ​ ___​ Updated lenses prescribed 
​ ​ ___Other__________________________________________________________ 
COMMENTS:​ ​
________________________________________________________________________________________________________ 
​ ​
________________________________________________________________________________________________________ 
 
PHYSICIAN’S NAME: ___________________________________________________________________________ 
PHONE: _________________________________________________________________________________ 
SIGNATURE: ___________________________________________________________________________________ 
DATE: ________________________________________________________________________________ 

 
RELEASE: I consent to the release of medical information for ____________________________________________from 
​ ​ ​ ​ ​ ​ ​    (Child’s Name) 

_________________________________________ to McFarland School District. 
​ ​ (Doctor or Clinic) 
 

________________________________________________________________________________________________________ 
​ (Address)​ ​  ​ ​  (City, State, Zip)                                                            (Phone) 
 

This release is in effect for one year from the date of my signature. 
 

______________________________________________​​ ​ ________________________________ 
​ (Parent/Guardian Signature)​ ​ ​ ​ ​ ​ (Date) 
 
 

CEPS Health Office 
Phone: 608-838-4674 

Fax: 608-838-4503 

WIS Health Office 
Phone: 608-838-4673 

Fax: 608-838-4613 

IMMS Health Office 
Phone: 608-838-4672 

Fax: 608-838-4588 

MHS Health Office 
Phone: 608-838-4682 

Fax: 608-838-4562 
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