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Westfield, IN 46074
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www.smgonline.org
STUDENT VISION SCREENING


Students Name: ___________________________________Date of Birth: ____________ Grade: _____


Parent/Guardian,

Please have all sections of this completed by your student’s optometrist/ophthalmologist. The state of Indiana mandates that all students entering school must have their vision/eye health evaluated using the MCT (modified clinical technique). Completion of this form is required for Kindergarten enrollment.
IC 20-8.1-7-16 Annual vision tests Sec. 16. (1)  an annual vision test, using the modified clinical technique described in subsection (c), of all children upon their enrollment in either kindergarten or the first grade
For purpose of this section, "modified clinical technique" means a battery of vision tests that includes: 
(1) a visual acuity test to determine an individual's ability to see at various distances; 
(2) a refractive error test to determine the focusing power of the eye; 
(3) an ocular health test to determine any external or internal abnormalities of the eye; and 
(4) a binocular coordination test to determine if the eyes are working together properly. 
1. Distant Visual Acuity without correction    R_________      L_________ 

2. Distant Visual Acuity with correction          R ________       L_________  N/A _________

3. Near Visual Acuity without correction        R__________     L_________

4. Near Visual Acuity with correction              R__________     L_________  N/A_________

5. Cover Test         PASS_____    FAIL_____

6. Stereopsis          PASS_____    FAIL______     

7. Retinoscopy        PASS_____    FAIL_____

8. Ocular Health: External    PASS______ FAIL_______	
			 
		  Internal     PASS______ FAIL_______

RESULTS: (CIRCLE ONE):      PASS      BORDERLINE      FAIL


Recommendations/Treatment/Observation/Remarks:

 __________________________________________________________________________________


_______________________________________________________________________________________________________


Doctor’s Name: (Please Print) ___________________________________________

Doctors Signature: __________________________________________________


Address: __________________________________________________________


Phone Number: ____________________________________      Date of exam: ____________________
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