
 
 
 Optical Exam 
 
 
Name of Client:           
 
Foster Home Placement:          
 
Date of Examination:     Date of Birth:     
 
 
 
Acuity without Correction: O.D._____/_____ O.S. _____/_____ 
 
Acuity with Correction: O.D._____/_____ O.S. _____/_____ 
 
Present Prescription:  D._____________ S.______________ 
 
 
Condition of Fundi (drawing or comments): 
 
 
 
 
 
 
 
Test for Glaucoma:  Negative_______ Positive______ 
 
 
 
Signature of Optometrist/Opthalmologist:____________________________________________ 
 
Clinic Name         
 
Address:         
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