
[image: image1.jpg]\d

chacres’

PARENTING CENTER




OPTICAL EXAMINATION
FOSTER PARENTS:  Please have form completed by a licensed Optometrist or Ophthalmologist and return to Beech Acres Parenting Center.

This is to verify that I have provided an optical examination for:

________________________________________,   DOB: _______________________


(Name of Child)

on 






  .

A Brief Summary of Findings:

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Treatment Recommendations (if applicable):

______________________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Re-examination Date:

______________________________________________________________________________

Licensed Optometrist /or Ophthalmologist Name: ______________________________________
Business Address:
____________________________________________________________




____________________________________________________________

Office Number:



















______________________________



(Doctor’s Signature)





(Date)
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