










Does your child have problems related to lighting? Yes_  No_ 
If yes, please describe. 

Does your child have: 
Eyeglasses: Yes __ No __ Has but does not use __ 

Do they help? Explain 

Sunglasses: Yes __ No __ Has but does not use __ _ 

Do they help? Explain 

Contacts: Yes __ No __ Has but does not use __ _ 

Do they help? Explain 

Low vision devices such as magnifiers, telescopes etc. 

Yes __ No __ Has but does not use __ 

Do they help? Explain 

Please share any other information that you feel will be helpful. 

Will you attend the clinic appointment with your child? 

Print name 

Signature 

Yes No 

Date 
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