Florida Atlantic University

Visual Screening

Name:__________________________


Date:__________

Do you currently wear any of the following?


Eyeglasses

Yes

No


Contact Lenses
Yes

No

Do you have any eye problems?

1. _______________________________________________________________

2. _______________________________________________________________

3. _______________________________________________________________

Right




Left

Vision


______________________________________________________

Refraction

______________________________________________________

C-S-T


______________________________________________________

Glare


______________________________________________________

Ophthalmoscopy/CT
______________________________________________________




______________________________________________________

Slit Lamp / CL
______________________________________________________




Follow-Up Needed

Yes

No




Contacts_____

Glasses_____

Medical Visit_____

Dr. Michael E. Sandler, O.D. 

