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                VISION SCREENING
Child’s Name: _______________________   DOB: __________  Date of Screening: ________

Parent’s name: _______________________________________  

Name of person completing form: _________________________

Relationship to child, if not parent or guardian:  ________________________________
Please answer these questions, adding explanations as needed.

Has your child ever been seen by a vision specialist?   ( Yes   ( No

Who:  _______________________________________ When: ____________________


Results reported: ________________________________________________________

Does your child:

1.   have turning of one or both eyes?    ( Yes  ( No _________________________


(  Turns inward     ( Turns outward    (  Turns in and out at different times

2.   persistently poke, rub, or cover his/her eyes?  ( Yes   ( No __________________

3.   have unusual and persistent watering of the eyes?   ( Yes  ( No _____________

4.   have little “fluttering” or jerky movements of the eyes?    ( Yes   ( No _____________
5.   make little or no eye contact?  ( Yes   ( No ______________________________

6.   hold his/her head in a tilt or other unusual angle?  ( Yes   ( No ______________

7.   get very close to toys or books in order to see?  ( Yes   ( No ________________

8.   act fidgety or disinterested during circle time and/or story hour?  ( Yes   ( No ___

9.  avoid looking at objects or a face that is within 24 inches of his/her face?  ( Yes   ( No 

When looking straight ahead, does your child miss seeing objects or people in a particular field of vision?
to the child’s right? 
 
( Yes   ( No ________________

to the child’s left?  

( Yes   ( No ________________ 

below the child’s gaze?   

( Yes   ( No ________________

above the child’s gaze?

( Yes   ( No ________________
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child’s name _________________________
 Does your child bump into objects?
( Yes   ( No ________________
On one side more often than the other?
Left 
( Yes   ( No ____________________________

Right 
( Yes   ( No ____________________________
Does your child fall down a lot?  
( Yes   ( No 
         
Does your child seem to look at things with his/her side vision rather than looking directly at it?  
( Yes   ( No ____________________________________

Does your child have difficulty with balance and movement?

( Yes   ( No ____________________________________

 Does your child frequently knock over or spill items (i.e. a glass) when reaching for it?

( Yes   ( No ____________________________________

Does your child often reach past an object or not far enough?


( Yes   ( No ____________________________________

When you move an object across the area in front of your child, does he/she look at the object for the entire range of movement, side-to-side?

( Yes   ( No ____________________________________

Have you ever wondered if your child has a vision problem?   ( Yes   ( No 

Does your child’s parent or brother/sister have a vision problem? (Yes   ( No 

Please make additional comments: ____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________
____________________________________________________________________________


___________________________________

______________________________

              Printed name of screener                                             Signature of Screener


If any items are answered “yes”, results should be forwarded, with parent permission, to the child’s primary health care provider with a cover letter.
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