[bookmark: _heading=h.yrj3lgsb73rs]Vision referral form
[bookmark: _heading=h.8txdg7h0xgx2]Utah Department of Health and Human Services in accordance with UCA 53G-9-404
	Student name: «Student_First_Name» «Student_Last_Name»
	Date of birth: «Student_DOB»
	Student grade: «Student_Grade»

	School name: «School_Name»
	Address: «School_Address»

	Phone: «School_Phone»
	Fax: «School_Fax»

	Parent/guardian name: «Parent_name»
	Parent phone/email: «parent_phone»/ «parent_Email»

	School contact: «School_Nurse_Name»
	Phone/email: «School_Nurse_Phone»/ «School_Nurse_Email»


[bookmark: _heading=h.ji4ybrlgm9d3]

[bookmark: _heading=h.s3ydof5wrnwn][bookmark: _heading=h.uey966pldnhp]Date of referral: «Date_of_Referral» 
School vision screening results: A screening is not a substitute for a complete eye exam and vision evaluation by an eye doctor
	Screening component tested
	Pass
	Refer
	Not tested
	Screening values or notes

	Distance visual acuity
	«Distance_Pass_Box»
	«Distance_Fail_Box»
	«Distance_NT_Box»
	Right: 20/«Right_Eye_Acuity»  Left: 20/«Left_Eye_Acuity»

	Two-line acuity difference
	«Two_Line_Pass_Box»
	«Two_Line_Difference_Box»
	«Two_Line_NT_Box»
	Refer if difference is ≥ 2 lines between eyes (e.g. 20/20 vs 20/32)

	Near visual acuity
	«Near_Pass_Box»
	«Near_Fail_Box»
	«Near_NT_Box»
	Binocular: 20/«Near_Acuity»

	Tracking
	«Tracking_Pass_Box»
	«Tracking_Fail_Box»
	«Tracking_NT_Box»
	☐ Smooth and consistent   ☐ Jerky / uneven movement «Tracking_Notes»

	Convergence
	«Convergence_Pass_Box»
	«Convergence_Fail_Box»
	«Convergence_NT_Box»
	☐ Normal alignment   ☐ Breaks focus ≥ 4 inches from nose «Convergence_Notes»

	Color vision
	«Color_Pass_Box»
	«Color_Fail_Box»
	«Color_NT_Box»
	Informational screening for classroom adjustments only «Color_Notes»


*Utah distance thresholds: 3 years old (20/50) | 4 years old (20/40) | 5 years and older (20/32)
[bookmark: _heading=h.ppe9vxdv6i5k]Reason(s) for this referral:
«Reason_Acuity_Box»	Did not pass visual acuity (distance /near)
«Reason_Abnormality_Box»	Convergence, tracking or readily recognized eye abnormality (such as strabismus, ptosis)
«Reason_Neuro_Box»	Known diagnosis of neurodevelopmental disorder (such as hearing impairment, cognitive impairment, autism spectrum disorder, speech delay)
«Reason_Systemic_Box» 	Systemic disease known to have an associated eye disorder (such as diabetes)
«Reason_Family_Box» 	Family history of vision problems
«Reason_Academic_Box» 	Special education referral / below benchmark reading assessment
«Reason_Other_Box» 	Other (specify): «Reason_Other_Specify»
	Consent and release of information authorization: By my signature below, I authorize: (1) my student’s eye care professional to send exam results to the school, (2) the designated vision point-person (DVPP) and the eye care professional to discuss eye exam results, and (3) for the designated vision point-person to notify the school of any specific vision problems and recommendations related to my student’s specific vision needs. I understand that I may refuse to sign this authorization and that my refusal will not affect my ability to obtain an eye exam for my student.


[bookmark: Parent_signature][bookmark: Text28]Parent/guardian signature:                                                           Date:           

Comprehensive eye exam results      
[bookmark: _heading=h.54svd4q0qiax]To be completed by the eye care professional in accordance with UCA 53G-9-404
	Student name: «Student_First_Name» «Student_Last_Name»
	Date of birth: «Student_DOB»
	Grade: «Student_Grade»

	Parent/guardian: «Parent_name»
	Phone/email: «parent_phone»/ «parent_Email»

	[bookmark: Text34]Eye care professional date of exam:      
	[bookmark: Text35]Clinic name:      


[bookmark: _heading=h.7a5xd87oqxxj]1. Visual acuity results
· [bookmark: Text36][bookmark: Text37]Distance acuity WITHOUT correction:	Right eye: 20/         Left eye: 20/     
· Distance acuity WITH correction:      	Right eye: 20/         Left eye: 20/     
· Near acuity WITHOUT correction:             	Right eye: 20/         Left eye: 20/     
· Near acuity WITH correction:          	Right eye: 20/         Left eye: 20/     
2. Binocular vision and ocular health  
· [bookmark: Check21][bookmark: Check18][bookmark: Check19] Convergence:  		|_| passed / normal    |_| concern noted    |_| not tested
· [bookmark: Check22][bookmark: Check17][bookmark: Check20]Ocular tracking / motility: 	|_| passed / normal    |_| concern noted    |_| not tested
· [bookmark: Check23][bookmark: Check16][bookmark: _heading=h.njx39rxe78ey][bookmark: eye_health_concern]Internal/external eye health:  	|_| passed / normal    |_| concern noted:      
3. Diagnosis and treatment recommendations
[bookmark: Check15]|_| No functional vision or ocular health problems identified upon exam.
[bookmark: Check14]|_| Amblyopia diagnosed or suspected
[bookmark: Check10][bookmark: Check11][bookmark: Check12][bookmark: Check13]|_| Treatment recommended: |_| Glasses prescribed   |_| Contact lenses prescribed   |_| Patching therapy
[bookmark: Text39]     Other treatment / diagnosis (specify):      
[bookmark: _heading=h.p06kuk8iedlj]Corrective lens wear recommendations for school:
[bookmark: Check9]|_| Constant wear (To be worn at all times during the school day)
[bookmark: Check8]|_| Near work only (Reading, classroom writing, desk activities, computer/tablet use)
[bookmark: Check7]|_| Distance work only (Seeing the board, assemblies, athletic activities)
[bookmark: Check6]|_| Remove for physical education (PE) or sports (Safety or contact risk protection precautions)
4. School recommendations
[bookmark: Check5]|_| Preferential classroom seating (e.g., placement close to front instruction boards)
[bookmark: Check4]|_| Large print materials or high-contrast reading text surfaces
[bookmark: Check3]|_| Structured visual rest breaks during prolonged near-work or screen tasks
[bookmark: Check2]|_| Color vision adjustments required 
[bookmark: Check1]|_|  Significant vision impairment exists- I recommend referral for a functional vision assessment from a teacher of the visually impaired, either through the local education agency or the Utah Schools for the Deaf and Blind.
[bookmark: Text40]5. Additional notes or recommendations:      
[bookmark: Text41][bookmark: _heading=h.fbh6hlg4dcr4]Recommended return visit / Re-evaluation date:               
	Eye care professional contact information and signature
	

	[bookmark: provider_name]Provider name:     
	[bookmark: credentials]Credentials:                   

	[bookmark: clinic_address]Clinic address:      

	[bookmark: clinic_phone]Clinic phone:      
	[bookmark: clinic_fax]Clinic fax:      

	[bookmark: provider_signature]Provider signature:      
	
	[bookmark: provider_date]Date:      



Vision referral form 
Utah Department of Health and Human Services in accordance with UCA 53G-9-404
	Student name: «Student_First_Name» «Student_Last_Name»
	Date of birth: «Student_DOB»
	Student grade: «Student_Grade»

	School name: «School_Name»
	Address: «School_Address»

	Phone: «School_Phone»
	Fax: «School_Fax»

	Parent/guardian name: «Parent_name»
	Parent phone/email: «parent_phone»/ «parent_Email»

	School contact: «School_Nurse_Name»
	Phone/email: «School_Nurse_Phone»/ «School_Nurse_Email»




Date of referral: «Date_of_Referral» 

School vision screening results: A screening is not a substitute for a complete eye exam and vision evaluation by an eye doctor
	Screening component tested
	Pass
	Refer
	Not tested
	Screening values or notes

	Distance visual acuity
	[bookmark: distance_pass]|_|
	[bookmark: distance_refer]|_|
	[bookmark: distance_not_tested]|_|
	Uncorrected: Right eye: 20/«Right_Eye_Acuity»    Left eye: 20/«Left_Eye_Acuity»

	Two-line acuity difference
	[bookmark: Check40]|_|
	[bookmark: Check37]|_|
	[bookmark: Check34]|_|
	Refer if difference is ≥ 2 lines between eyes (e.g. 20/20 vs 20/32)

	Near visual acuity
	[bookmark: Check41]|_|
	[bookmark: Check38]|_|
	[bookmark: Check33]|_|
	Uncorrected: Binocular: 20/«Near_Acuity»

	Tracking 
	[bookmark: Check30]|_|
	[bookmark: Check31]|_|
	[bookmark: Check32]|_|
	|_| Smooth and consistent   |_| Jerky / uneven movement

	Convergence
	[bookmark: Check27]|_|
	[bookmark: Check28]|_|
	[bookmark: Check29]|_|
	|_| Normal alignment   |_| Breaks focus ≥ 4 inches from nose

	Color vision
	[bookmark: Check24]|_|
	[bookmark: Check25]|_|
	[bookmark: Check26]|_|
	Informational screening for classroom adjustments only


*Utah distance thresholds: 3 years old (20/50) | 4 years old (20/40) | 5 years and older (20/32)
Reason(s) for this referral:
[bookmark: Check46]|_| Did not pass visual acuity (distance /near)
[bookmark: Check47]|_| Convergence, tracking or readily recognized eye abnormality (such as strabismus, ptosis)
[bookmark: Check48]|_| Known diagnosis of neurodevelopmental disorder (such as hearing impairment, cognitive impairment, autism spectrum disorder, speech delay)
[bookmark: Check49]|_| Systemic disease known to have an associated eye disorder (such as diabetes)
[bookmark: Check50]|_| Family history of vision problems
[bookmark: Check51]|_| Special education referral / below benchmark reading assessment
[bookmark: Check52][bookmark: Text26]|_| Other (specify):      

	Consent and release of information authorization: By my signature below, I authorize: (1) my student’s eye care professional to send exam results to the school, (2) the designated vision point-person (DVPP) and the eye care professional to discuss eye exam results, and (3) for the designated vision point-person to notify the school of any specific vision problems and recommendations related to my student’s specific vision needs. I understand that I may refuse to sign this authorization and that my refusal will not affect my ability to obtain an eye exam for my student.



Parent/guardian signature:                                                           Date:           


Comprehensive eye exam results      
To be completed by the eye care professional in accordance with UCA 53G-9-404
	Student name: «Student_First_Name» «Student_Last_Name»
	Date of birth: «Student_DOB»
	Grade: «Student_Grade»

	Parent/guardian: «Parent_name»
	Phone/email: «parent_phone»/ «parent_Email»

	Eye care professional date of exam:      
	Clinic name:      


1. Visual acuity results
· Distance acuity WITHOUT correction:	Right eye: 20/         Left eye: 20/     
· Distance acuity WITH correction:      	Right eye: 20/         Left eye: 20/     
· Near acuity WITHOUT correction:             	Right eye: 20/         Left eye: 20/     
· Near acuity WITH correction:          	Right eye: 20/         Left eye: 20/     
2. Binocular vision and ocular health  
·  Convergence:  		|_| passed / normal    |_| concern noted    |_| not tested
· Ocular tracking / motility: 	|_| passed / normal    |_| concern noted    |_| not tested
· Internal/external eye health:  	|_| passed / normal    |_| concern noted:      
3. Diagnosis and treatment recommendations
|_| No functional vision or ocular health problems identified upon exam.
|_| Amblyopia diagnosed or suspected
|_| Treatment recommended: |_| Glasses prescribed   |_| Contact lenses prescribed   |_| Patching therapy
     Other treatment / diagnosis (specify):      
Corrective lens wear recommendations for school:
|_| Constant wear (To be worn at all times during the school day)
|_| Near work only (Reading, classroom writing, desk activities, computer/tablet use)
|_| Distance work only (Seeing the board, assemblies, athletic activities)
|_| Remove for physical education (PE) or sports (Safety or contact risk protection precautions)
4. School recommendations
|_| Preferential classroom seating (e.g., placement close to front instruction boards)
|_| Large print materials or high-contrast reading text surfaces
|_| Structured visual rest breaks during prolonged near-work or screen tasks
|_| Color vision adjustments required 
|_|  Significant vision impairment exists- I recommend referral for a functional vision assessment from a teacher of the visually impaired, either through the local education agency or the Utah Schools for the Deaf and Blind.
5. Additional notes or recommendations:      
Recommended return visit / Re-evaluation date:               
	Eye care professional contact information and signature
	

	Provider name:     
	Credentials:                   

	Clinic address:      

	Clinic phone:      
	Clinic fax:      

	Provider signature:      
	
	Date:      



«School_Name»
«School_Address», 
«School_City», UT «School_Zip»
Phone: «School_Phone» | Fax: «School_Fax»
Date: «Current_Date»

To the parent/guardian of: «Student_First_Name» «Student_Last_Name»
Grade: «Student_Grade»  | Date of birth: «Student_DOB»

Dear parent or guardian,
Your student recently had a school vision screening. Your student did not pass one or more parts of the screening, or school health staff identified another reason your student should have a complete eye exam.
Clear vision is important for learning. It helps students read, write, see classroom materials, and take part in school activities. Schools routinely screen students for possible vision problems, as required by Utah law, UCA 53G-9-404.
	Important note about vision screening: A school vision screening is not a diagnosis. It helps identify students who may need a complete eye exam by an eye care professional. Vision screening is a quick tool used to identify children who may be at risk for vision problems. A screening is not a substitute for a complete eye exam and vision evaluation by an eye doctor.



Required next steps
1. Schedule an eye exam: Please schedule a complete eye exam with an eye care professional, such as an optometrist or ophthalmologist, as soon as you can. If your student has a vision problem, early treatment can help protect their vision and support learning.
2. Bring this form: Please bring the attached vision referral form to your student’s eye exam and ask the eye care professional to complete the “Comprehensive eye exam results” section.
3. Return the completed form: After the exam, return the completed eye exam results page to the school, or ask the eye care professional to send or fax the results to the school.

Finding a provider and financial assistance resources
If you have insurance, contact your plan's member services (such as Medicaid, CHIP, VSP, or EyeMed) to locate an in-network doctor. If you do not have insurance, you may qualify for financial assistance. Programs providing low-cost or free eye exams and glasses to qualifying students may include EyeCare4Kids (800-859-3249), Friends for Sight (801-524-2020), John A. Moran Eye Center (801-587-6303), Rocky Mountain University Eye Institute (385-248-5550), and the Utah Optometric Association 801-364-9103.	Comment by Sami Bushnell (DHHS): This area could be left blank for schools to fill in with local resources, or still included to have resources.

Sincerely,
«School_Nurse_Name»

School health contact/ designated vision point-person (DVPP)
Phone: «School_Nurse_Phone» | Email: «School_Nurse_Email»


