KIDS COUNT TOO, INC.
Foster Care Agency

EYE SPECIALIST FORM

CHILD’S NAME DATE

VISUAL ACUITY: WITH GLASSES R L BOTH

WITHOUT GLASSES R L BOTH

DIAGNOSIS, IF INDICATED:

GLASSES PRESCRIBED: YES NO

RECOMMENDATION FOR WEARING GLASSES:

COMMENTS:

OPTOMETRIST’S NAME:

ADDRESS:
PHONE NUMBER:
SIGNATURE:
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