Youth Vision Form 0 EV@CC"'G

Specialties

Ages6to 18
Patient’s Name: Date:
School: Grade: _—__ Date of Birth:

Name of Parent or Guardian:

Primary Care Doctor

Has your child been diagnosed with or suspected of having any of the following conditions?

(If yes, check the appropriate box)

I:ll Allergies D Head Trauma |:| Epilepsy or seizure DI Developmental Disorder

I:ll Asthma I:I Hyperactivity D Learning Disability I:ﬂ Trauma at birth
I:ll Frequent Ear Infection

Child’s age upon entrance into Kindergarten: —  Has a grade been repeated

Are you concerned about your child’s school performance? Is the school?

In your opinion, how is your childs performance in the following?
Good Average Poor Good Average Poor

Reading ID IDI D Spelling D] D Dl
wiiting ] ] ] Math L] L] L]

Has your child been enrolled in extra classes?  Yes[ JNo[]

Has your child received special tutoring outside of school?  Yes[ JNo []
Has your child received special testing?  Yes[_INo[]

Has your child had any previous vision care?  Yes[ ]No[]

Describe any difficulty your child had in learning motor skills (walking, skipping) or language skills:

(Continued on the next page...)
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CHECKTHE COLUMN WHICH BEST REPRESENTS THE OCCURRENCE OF EACH SYMPTOM:

Headaches with near work

Words run together when reading
Burn, itchy, watery eyes
Skips/repeats lines when reading

Difficulty copying from chalkboard

Head tilt/closes one eye when reading

Omits small words when reading
Avoids near work/reading

Writes up/down hill
(Difficulty writing on the line)

Misaligns digits/columns
or numbers

Poor reading comprehension
Holds reading too close

Difficulty completing assignments
on time

Poor coordination
Squinting

Short attention span
Letter/number reversal
Poor spacing when writing
Uses finger as a marker
Poor hand-eye coordination
Frowning or blinking
Poor/inconsistent in sports

Eye turn

For Office Use Only:

Never

A e R e e e Y e Y Y e Y e Y Y o O e o e o o O o

Seldom
)

0o O0oO0oo0O0O0o0o00 0000 O O0O0O00ooogoao

Total for all
(Except Never Category)

Occasionally

)

S e e e e o Y O o Y o Y Y o e e e e s o o Y

Frequently Always
)

| OoODoOoooOooo0Oo0Oo0O OO0 0 O Ooooooogooao
| ODoo0ooo0ooo0oo0o00 o000 0O oooooooao s

eyecarespecialties.com




	Patients Name: 
	Date: 
	School: 
	Grade: 
	Date of Birth: 
	Name of Parent or Guardian: 
	Primary Care Doctor 1: 
	Childs age upon entrance into Kindergarten: 
	Has a grade been repeated: 
	Are you concerned about your childs school performance 1: 
	Is the school: 
	Describe any difficulty your child had in learning motor skills walking skipping or language skills 1: 
	Describe any difficulty your child had in learning motor skills walking skipping or language skills 2: 
	Describe any difficulty your child had in learning motor skills walking skipping or language skills 3: 
	Describe any difficulty your child had in learning motor skills walking skipping or language skills 4: 
	Check Box2: 
	Check Box3: 
	Check Box4: 
	Check Box5: 
	Check Box6: 
	Check Box7: 
	Check Box8: 
	Check Box9: 
	Check Box10: 
	Check Box11: 
	Check Box12: 
	Check Box13: 
	Check Box14: 
	Check Box15: 
	Check Box16: 
	Check Box17: 
	Check Box18: 
	Check Box19: 
	Check Box20: 
	Check Box21: 
	Check Box22: 
	Check Box23: 
	Check Box24: 
	Check Box25: 
	Check Box26: 
	Check Box27: 
	Check Box28: 
	Check Box29: 
	Check Box30: 
	Check Box31: 
	Check Box32: 
	Check Box33: 
	Check Box34: 
	Check Box35: 
	Check Box36: 
	Check Box37: 
	Check Box38: 
	Check Box39: 
	Check Box40: 
	Check Box41: 
	Check Box42: 
	Check Box43: 
	Check Box44: 
	Check Box45: 
	Check Box46: 
	Check Box47: 
	Check Box48: 
	Check Box49: 
	Check Box50: 
	Check Box51: 
	Check Box52: 
	Check Box53: 
	Check Box54: 
	Check Box55: 
	Check Box56: 
	Check Box57: 
	Check Box58: 
	Check Box59: 
	Check Box60: 
	Check Box61: 
	Check Box62: 
	Check Box63: 
	Check Box64: 
	Check Box65: 
	Check Box66: 
	Check Box67: 
	Check Box68: 
	Check Box69: 
	Check Box70: 
	Check Box71: 
	Check Box72: 
	Check Box73: 
	Check Box74: 
	Check Box75: 
	Check Box76: 
	Check Box77: 
	Check Box78: 
	Check Box79: 
	Check Box80: 
	Check Box81: 
	Check Box82: 
	Check Box83: 
	Check Box84: 
	Check Box85: 
	Check Box86: 
	Check Box87: 
	Check Box88: 
	Check Box89: 
	Check Box90: 
	Check Box91: 
	Check Box92: 
	Check Box93: 
	Check Box94: 
	Check Box95: 
	Check Box96: 
	Check Box97: 
	Check Box98: 
	Check Box99: 
	Check Box100: 
	Check Box101: 
	Check Box102: 
	Check Box103: 
	Check Box104: 
	Check Box105: 
	Check Box106: 
	Check Box107: 
	Check Box108: 
	Check Box109: 
	Check Box110: 
	Check Box111: 
	Check Box112: 
	Check Box113: 
	Check Box114: 
	Check Box115: 
	Check Box116: 
	Check Box117: 
	Check Box118: 
	Check Box119: 
	Check Box120: 
	Check Box121: 
	Check Box122: 
	Check Box123: 
	Check Box124: 
	Check Box125: 
	Check Box126: 
	Check Box127: 
	Check Box128: 
	Check Box129: 
	Check Box130: 
	Check Box131: 
	Check Box132: 
	Check Box133: 
	Check Box134: 
	Check Box135: 
	Check Box136: 
	Check Box137: 
	Check Box138: 
	Check Box139: 
	Check Box140: 
	Check Box141: 
	Check Box142: 
	Check Box143: 
	Check Box144: 
	Check Box145: 


