


















Interagency Eye Examination Report 

 

Patient/Student Name:     

                   

Date of Birth: 

Address: 

 

City: State: Zip: 

Eye Care Specialist: 

Please address each item below. Your thoroughness in completing this report will assist this patient in 

receiving the appropriate educational services. Please send the completed from to: 

    

   Adams Wells Special Services Cooperative 

   925 North Main Street 

   Bluffton, IN 46714 

   Attn: Penny Moser, TSBLV 

   Fax: (260) 824-8654 

 

Date of most recent eye exam: _______________________ 

  

Ocular History (e.g. previous eye diseases, injuries, operations, etc.): 

 

 
 

Diagnosis (Primary cause of vision 

loss): 

Prognosis: 

 

Permanent Recurrent Improving 

Progressive Communicable Can Be 

Improved 

Treatment Recommended:  

 
 

Visual Acuity: I can NOT register students with the state without best correction acuities. 

Counts Fingers or Hand Movement is acceptable if acuity cannot be obtained. 
 

Without 

Correction: 

Near OS: Near OD: Near OU: Distant 

OS: 

Distant 

OD: 

Distant  

OU: 

With Best 

Correction: 

Near OS: Near OD: Near OU: Distant 

OS: 

Distant 

OD: 

Distant  

OU: 
 

Visual Field Test: 

Is there any apparent restriction? No Yes, Please Describe: 

Is visual field restricted to 20 

degrees or less? 

No  Yes (give degree of loss) 

 

 

Muscle Function: 

Normal Abnormal Describe: 

 



Intraocular Pressures: 

of NO Concern Of Concern Explain: 

 

Color Vision: Normal Abnormal  Photophobia: Yes No 
 

Check the most appropriate statement: 
 

 This patient appears to have no vision. 

 This patient has a serious visual loss after correction. 

 This patient does not have a serious visual loss after correction. 

 This patient's vision functions at the definition of blindness due 

to a brain injury or dysfunction. 
 

Are there accommodations, adaptive equipment, or technology that you feel might benefit 

student in the school setting?  

Lighting: 

Classroom Seating: 

Writing Instrument: 

Board or Overhead: 

Handouts/Worksheets: 

Textbooks Regular Print Unaided 

Regular Print with magnification (please specify) 

Large Print (please specify size) 

In your opinion is braille instruction needed?  Yes     No    

In your opinion does this student need orientation and mobility training?   Yes        No 

Please explain: 
 

Please share any other restrictions or information that may be helpful in educational 

planning for this student. 

 

 

 

 

 
 

 

 

Eye Care Provider 

 

Phone 

Provider Address City 

 

State Zip 

Provider’s Signature 

 

Date 

 
























