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VISION SCREENING PROGRAM


PURPOSE: To detect those students who may have a vision disorder and refer them for 



          further care.


STUDENTS TO BE SCREENED: 

1.
Grades 1, 4, 7 and 10. Entering Kindergarteners must present a form 3300 showing 



passage of vision screening before enrolling in school.

2.
All students new to Cobb County Schools.

3.
Students undergoing evaluation for special education eligibility.

4.
Kindergarteners without a completed 3300 form.
SPECIAL NOTE:  The State of Georgia Health Departments in collaboration with the Department of Education are in the process of creating new guidelines for school vision screening for the State and all local school districts. The new recommendations will include the preferred use of the HOTV 10-foot screening chart for grades K-12. Snellen and Titmus will remain appropriate testing methods for vision screening, but if your school is pursuing purchase of any new vision screening equipment, please consider use of the HOTV 10-foot chart.


SCREENING PROCEDURES:
1. Screen students with either the 10-foot HOTV chart, 20-foot Snellen chart or  the Titmus
 screening method.

2.
Students who fail the initial screening are re-screened within two weeks.

3.
Parents of students failing the second screening are mailed a notification letter (V-1). 


a.
Parents may take their child for an exam to a doctor of their choice, an optometrist 



or ophthalmologist *or*

b.
Parents may take their child (at no charge) for a refractive screening with CCSD’s Vision Consultant, Dr. Ivo Horak, OD, of Eyes R Us (770-436-9123).   Two additional optometrists also have an agreement with the school district to perform these rescreenings. Contact information for all is on page 28. This service is not available to charter school students. The optometrist will advise parents whether or not their child needs a complete eye exam. The Cobb County Schools district will cover the cost of the rescreening, but will not pay for eye exams, medical treatment, or prescription eyewear.  

c.
Dr. Ivo Horak, the CCSD Vision Consultant, is also available to provide the eye exam if the parent so chooses or parents may schedule an appointment of another eye health




provider of their choice. 
THE VISION SCREENING PROGRAM IS NOT A SUBSTITUTE FOR ROUTINE VISION CARE. IT IS RECOMMENDED THAT ALL CHILDREN RECEIVE A THOROUGH EYE EXAM BY AN OPTOMETRIST OR OPHTHALMOLOGIST BEFORE BEGINNING KINDERGARTEN. ANNUAL EYE EXAMS ARE RECOMMENDED FOR CHILDREN WHO WEAR GLASSES OR CONTACTS. CHILDREN WHO DO NOT WEAR CORRECTIVE EYE WEAR SHOULD HAVE AN EYE EXAM EVERY OTHER YEAR.
EYE CHART SCREENING: HOTV AND SNELLEN CHARTS
Testing Capabilities: Screens for distance vision problems.

Testing Limitations:  Overlooks reading and near-vision problems.      
Staff Requirements:  Two (one pointer and one occluder/recorder).

HOTV CHART SCREENING
Equipment Requirements
              1.       HOTV 10-foot chart
              2.       3X5 Index cards (occluder)

3.     Roster Form (V-4)

4.     Masking Tape

5.     Measuring Tape 10’

6.     Pointer or Pencil

7.     Cover Sheet

8.     Paper Clips

9.     Two paper Foot Prints (optional)
              HOTV Chart Sources
            School Health (schoolhealth.com) 866-323-5465
            PB-24 LEA Symbols* and HOTV Distance Vision Chart Set

*(LEA Symbols may be used with preschool and hard to screen students)

HOTV Testing Guidelines

A.  Preparation for the screening:

a. Hang the HOTV chart at the average eye level of the age group being screened. The HOTV chart is appropriate for school-aged students.
b. Use the 20/40 line for grade K and the 20/30 line for grades 1 thru 12. 

c. Use the paper clips and heavy paper to cover the letters not being tested.

d. Place a line of tape or the heel of the footprints at a distance of 10 feet from the chart. For all students, make sure that they can identify the four letters: 
H, O, T, and V.  You may use the top line on the chart to make this determination.
B. Responsibilities of the screeners (pointers and occluder/recorders):

a. One staff member should stand next to the chart and point to the symbol or letter the student should identify.

b. One staff member should occlude the eye being tested, verify the symbol/letter is identified correctly and record a pass or fail response.

C. Initial screening procedures:

a. The student’s heels are placed on the 10 foot line.

b. Both eyes should be open at all times.

c. If glasses or contact lenses are used to see at a distance then they should be worn during the screening.

i. If the student fails the screening with the glasses on then the glasses should be removed and the eyes should be retested. 

ii. If the student correctly identifies the symbols/letters without the glasses on then the glasses may be for reading.

d. Use the occluder/index card to cover the eye not being tested.

e. Never press on the eye with the index card as this may distort the vision.

f. The right eye should always be tested first and then the left eye second.

g. Point to the letters on the line being tested in random order.

h. To receive credit for a line, the child must correctly identify 3 of the 5 letters on the line.

i. Record the results of the screening as pass or fail for the right and then the left eye.

i. 90% of the students should pass the screening.

ii. Nearsightedness begins around age 9 (fourth grade), therefore you may have a slightly higher failure rate at that age.

j. If a student’s eye turns up, down, in or out then they fail the screening.

k. IF THE STUDENT PASSES THE SCREENING FOR ONE EYE AND FAILS THE SCREENING FOR THE OTHER EYE THE STUDENT FAILS THE ENTIRE SCREENING. 

SNELLEN CHART SCREENING
Equipment Requirements   
              1.        Snellen Test Charts: Letter or Tumbling E

2. 3X5 Index cards (occluder)

3. Roster Form (V-4)

4. Masking Tape

5. Measuring Tape 20’

6. Pointer or Pencil

7. Cover Sheet

8. Paper Clips

9. Two paper Foot Prints (optional)


Snellen Chart Sources

                1.      Bernell (bernell.com) 800 348-2225
                         BC11942 – Tumbling E Chart, 20 ft

                         BC11931 - Letter Chart, 20 ft

                 2.     William B. McGill (macgill.com) 800 323-2841

                          131241 – Tumbling E Chart, 20 ft

                          131240  - Letter Chart, 20 ft
Snellen Testing Guidelines   

D. Preparation for the screening:
a. Hang the Snellen chart at the average eye level of the age group being screened.

b. Use the tumbling E for K and some Special Ed students.

c. Use the Snellen chart for grades 1 thru 12 and some Special Ed students.

d. Use the 20/40 line for grades K and 1st and the 20/30 line for grades 2 thru 12. 

e. Use the paper clips and heavy paper to cover the letters not being tested.

f. Place a line of tape or the heel of the footprints at a distance of 20 feet from the chart. When screening kindergarteners gather the group before the screening to instruct them on how to read the tumbling E chart. 
E. Responsibilities of the screeners (pointers and occluder/recorders):
a. One staff member should stand next to the chart and point to the symbol or letter the student should identify.

b. One staff member should occlude the eye being tested, verify the symbol/letter is identified correctly and record a pass or fail response.
F. Initial screening procedures:
a. The student’s heels are placed on the 20 foot line.

b. Both eyes should be open at all times.

c. If glasses or contact lenses are used to see at a distance then they should be worn during the screening.

i. If the student fails the screening with the glasses on then the glasses should be removed and the eyes should be retested. 

ii. If the student correctly identifies the symbols/letters without the glasses on then the glasses may be for reading.

d. Use the occluder/index card to cover the eye not being tested.

e. Never press on the eye with the index card as this may distort the vision.

f. The right eye should always be tested first and then the left eye second.

g. Point to random symbols or letters on the chart.

h. A student must correctly identify either (3 out of 4) or (4 out of 6) symbols or letters to pass the screening for that eye.

i. Record the results of the screening as pass or fail for the right and then the left eye.

i. 90% of the students should pass the screening.

ii. Nearsightedness begins around age 9 (forth grade), therefore you may have a slightly higher failure rate at that age.
j. If a student’s eye turns up, down, in or out then they fail the screening.

k. IF THE STUDENT PASSES THE SCREENING FOR ONE EYE AND FAILS THE SCREENING FOR THE OTHER EYE THE STUDENT FAILS THE ENTIRE SCREENING. 

SCREENING PROCEDURES FOR TITMUS VISION TESTING

Screening Capabilities:    
            1. Screens for both distance and near vision problems.


2. Screens for the use of both eyes (binocularity).

                        3. Screens for excessive farsightedness.
                        4. Screens for coordination of eye muscles.

            5. Screens for color perception problems.


Testing Limitations:  More difficult to observe student’s gaze and response; may be difficult for some children to understand the tasks required.      
Staff Requirements:   One person.

Equipment Requirements 
             1. Titmus Screening Device


 2. Titmus slides (in Titmus machine)

                         3. Plus lens unit

                         4. Tissue Pads

                         5. Titmus Recording form (see pages 11-13)
                         6.  Roster Form (V-4)

Titmus Screening Machine Sources:

If your school or PTA is interested in ordering a Titmus screening device, you may order one directly from any of the following vendors (call to check prices):

School Health


Telemetrics


             William B. MacGill

866-323-5465


800-523-8583


              800-323-2841

            www.schoolhealth.com           http://www.telemetricscorp.com         www.macgill.com
Order model Titmus i200 (Pediatric slide set) which includes the plus lens unit. You can go to Titmus.com to view this product.  Identify yourself as being with the Cobb County Board of Education so that no sales tax will be assessed.  (Do not order the perimeter attachment.)
NOTE:  The cost of the Titmus screening device will be the responsibility of the local school.

Schools are not required to purchase a Titmus machine.  HOTV and Snellen chart testing is an approved
means of vision screening.
NOTE:  If your Titmus machine does not have a plus lens unit you may order one by calling 1-800-446-1802.  Have the model number of your machine ready when ordering.
If your school’s Titmus machine requires repair, please contact Related Services at 678-581-6801 to schedule that repair. The machine must be delivered to Related Services at Martha J. Moore, but the cost to repair will be covered by Special Student Services.
A very limited number of Titmus machines are available for check out from the Special Student Services (RSS).  Call RSS at 678-581-6801 for details
Titmus Testing Guidelines:   
A. Preparation for the screening: 
a. Read over the instructions contained in the testing section of this guide.
b. If the responses to the slides in this manual do not match the expected responses to the slides in your machine you may correct the recording forms accordingly. 
c. Elementary schools should begin screening with 4th grade so that screeners are confident of expected responses prior to screening younger children. 
d. Pre-instruct kindergarteners as needed utilizing the training cards provided with your Titmus Machine.
e. Ensure that the machine is in proper working order and that the slides are clean and in the proper order.
f. If you do not have a Titmus instruction manual, please call 1-800-523-8583. 
B. Responsibilities of screener: 
a. The student should be seated comfortably with his/her forehead positioned firmly  against the forehead rest. 
b. Both eyes are open at all times during the screening. 
c. The results of the screening are recorded as pass or fail for the right, left and both eyes. 
d. The screener should be familiar with the following Titmus machine controls: power switch, right eye switch, and left eye switch, far lever, near lever, slide turn dial, and viewing window.
C. Initial screening procedures:
a. If a student wears glasses for seeing distance, vision testing should be administered while wearing the glasses. 
b. If the student fails the distance screening with the glasses, the student should remove the glasses and be re-tested.  
i. If the student now passes the distance screening, the glasses may be for reading.  Replace the glasses for near vision testing. 
c. The only situation in which any student will PASS the screening is if he/she passes all of the following: 
i. 20/30 line/slide right eye
ii. 20/30 line/slide left eye
iii. 20/30 line/slide both eyes
iv. the far and near point muscle balance tests
v. the excessive farsightedness test 


NOTE: 9th through 12 graders must also pass the 20/30 line/slide right eye, left and both eyes for near 
acuity. 


NOTE:  A student must pass all sections of the Titmus screening in order to pass the screening 
(except for the color perception test).  Failure of the color perception test is not a reason for 
referral. Approximately 8% of the boys and 1% of the girls have some form of color deficiency. The 
teacher should be informed if the student fails the color test.  
FOLLOW-UP SCREENING PROCEDURES

A.   Any student who fails the initial screening should be rescreened with the identical screening procedure within 2 weeks.

a. Any student who fails the second screening will have a parent notification letter (V-1) mailed to their parent or guardian. 

b. The screening recording form (V-4) and a copy of the parent notification letter (V-1) must be kept on file in the school office for one year. 

B. Screening authorizations:

a. Parent permission for students screened in the mass screenings (grades 1, 4, 7 and 10), students new to Cobb County Schools or Special Ed students are not required.

b. Parent permission is required for students not falling into the category in “a” above.

c. If a student is requested to be screened by a teacher, the school or a parent then a permission form (V-3) must be completed. 

i. The referring individual must complete form (V-3) and have it signed by the parent or guardian.

ii. A student who is referred must be screened within one month of the referral.

d. Check with the pupil personnel clerk at least once per month for students new to the school system.

i. New students should be screened within one month of enrollment.

C. Record keeping:

a. If the response to the parent notification letter (V-1) is not received within 30 days mail out the parent notification follow-up letter (V-2).

b. All students new to Cobb County Schools must have a completed Certificate of Ear, Eye and Dental Examination (Form 3300) on file in the school office.

i. If you are asked by a school administrator to complete Form 3300  for a student you may do so after the screening.

ii. You are not required to complete a certificate for each student being screened.  

c. If a student chooses to see Dr. Ivo Horak (the Vision Consultant for Cobb County Schools) for a refractive screening, then Dr. Horak will notify the school by letter (V-4) the results of his findings.

i. Upon receipt of the letter (V-4), a note should be made on the list of the screening failures that the student has had a vision screening or exam performed by the vision consultant.

D. Confidentiality:  Do not discuss the results of the screening with anyone other than the student, parents/guardians of the student, school officials or the student’s teachers.
TITMUS VISION SCREENING RECORDING FORM (KINDERGARTEN AND FIRST GRADES)

STUDENTS NAME: ___________________________________________            DATE: ______________

VISION CORRECTION: ___ NONE  ___ GLASSES   ___CONTACTS   

DISTANCE VISION TEST:
                       INITIAL DATE:____________    RESCREEN DATE: _____________

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	2 BIRD
	ON
	OFF
	
	
	
	

	FAR
	3 RABBIT 
	ON 
	OFF
	
	
	
	

	FAR
	4 GIRL
	ON 
	OFF
	
	
	
	

	FAR
	4 GIRL
	OFF 
	ON
	
	
	
	

	FAR
	3 BOY
	OFF
	ON
	
	
	
	

	FAR
	2 RABBIT
	OFF
	ON
	
	
	
	

	*FAR
	1 (3)
	ON
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. Which symbol does the “E” symbol point to? (2 out of 3 correct for each eye to pass) (For the last question: *How many E’s do you see? (Answer = 3)
EXCESSIVE FARSIGHTEDNESS TEST:
	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	4 GIRL
	OFF
	ON
	
	
	
	

	FAR
	4 GIRL
	ON 
	OFF
	
	
	
	


INSTRUCTIONS:  Insert Plus Lens Unit.   Firmly position your forehead against the forehead rest. Both eyes open. Which symbol does the “E” symbol point to? Images should appear blurred.  IF THE STUDENT CORRECTLY IDENTIFIES THE PICTURE THE “E” IS POINTING TO THEY WOULD FAIL.
MUSCLE BALANCE TEST: 
	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	6
	ON
	OFF ( ON
	
	
	
	

	NEAR
	6 
	ON 
	OFF ( ON
	
	
	
	


INSTRUCTIONS: Remove Plus Lens Unit.  Firmly position your forehead against the forehead rest. Both eyes open. Do you see a box with an “A” and a box with a “B” in it? Turn the left eye on and ask the student which box the red ball is in. If the red ball is in box “A” or on the line between “A” or “B” then the student passes. Any other response the student fails.
COLOR VISION TEST ( E, 3, M, W, M, 3,W, E)

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	7
	ON
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. Starting with box 1 which direction does the “E” point?  R=right  L= left  U= up  D=down. (5 out of 8 correct responses = a pass)
TITMUS VISION SCREENING RECORDING FORM (GRADES 2nd thru 8th)

STUDENTS NAME: ___________________________________________            DATE: ______________

VISION CORRECTION: ___ NONE ___ GLASSES   ___CONTACTS   

DISTANCE VISION TEST:
                       INITIAL DATE:____________    RESCREEN DATE: _____________

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	5 
	ON
	OFF
	
	
	
	

	FAR
	5 
	OFF
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. From left to right in which direction does the “E” symbol point?  Line C (20/30 line) – Left: 3 W W 3 E M;   Right: 3 M E E 3 W: Requires 4 out of 6 correct to pass in each eye.
EXCESSIVE FARSIGHTEDNESS TEST:
	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	5 
	OFF
	ON
	
	
	
	

	FAR
	5 
	ON 
	OFF
	
	
	
	


INSTRUCTIONS:  Insert Plus Lens Unit.   Firmly position your forehead against the forehead rest. Both eyes open. From left to right, which symbol does the “E” symbol point to? Images should be blurred.  Left: 3 M E E 3 W;   Right: 3 W W 3 E.
MUSCLE BALANCE TEST: 

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	6
	ON
	OFF ( ON
	
	
	
	

	NEAR
	6 
	ON 
	OFF ( ON
	
	
	
	


INSTRUCTIONS: Remove Plus Lens Unit.  Firmly position your forehead against the forehead rest. Both eyes open. Do you see a box with an “A” and a box with a “B” in it? Turn the left eye on and ask the student which box the red ball is in. If the red ball is in box “A” or on the line between “A” or “B” then the student passes. Any other response the student fails.

COLOR VISION TEST ( E, 3, M, W, M, 3,W, E)

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	7
	ON
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. Starting with box 1 which direction does the “E” point?  R=right L= left U= up D=down. Requires 5 out of 8 correct responses to pass.
TITMUS VISION SCREENING RECORDING FORM (GRADES 9th thru 12th)

STUDENTS NAME: ___________________________________________            DATE: ______________

VISION CORRECTION: ___ NONE  ___ GLASSES   ___CONTACTS   

DISTANCE VISION TEST:
                       INITIAL DATE:____________    RESCREEN DATE: _____________

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	8  KDSON
	ON
	OFF
	
	
	
	

	FAR
	8  ONRZV
	OFF 
	ON
	
	
	
	

	FAR
	8  DKHCS
	ON
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. Read the letters on line # 6. Requires 3 out of 5 correct responses to pass.
COLOR VISION TEST (E, 3, M, W, M, 3,W, E)

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	7
	ON
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. Starting with box 1 which direction does the “E” point?  R=right L= left U= up D=down.  Requires 5 out of 8 correct responses to pass.
MUSCLE BALANCE TEST: 

	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	FAR
	6
	ON
	OFF ( ON
	
	
	
	

	NEAR
	6 
	ON 
	OFF ( ON
	
	
	
	


INSTRUCTIONS: Remove Plus Lens Unit.  Firmly position your forehead against the forehead rest. Both eyes open. Do you see a box with an “A” and a box with a “B” in it? Turn the left eye on and ask the student which box the red ball is in. If the red ball is in box “A” or on the line between “A” or “B” then the student passes. Any other response the student fails.

NEAR VISION TEST:
	LEVER SETTING
	DIAL SETTING

/RESPONSE
	RIGHT EYE SWITCH
	LEFT EYE SWITCH
	1ST SCREEN PASS 
	1ST SCREEN FAIL
	FOLLOW UP PASS
	FOLLOW UP FAIL

	NEAR
	8  KDSON
	ON
	OFF
	
	
	
	

	NEAR
	8  ONRZV
	OFF 
	ON
	
	
	
	

	NEAR
	8  DKHCS
	ON
	ON
	
	
	
	


INSTRUCTIONS: Firmly position your forehead against the forehead rest. Both eyes open. Read the letters on line # 5.  Requires 3 out of 5 correct responses to pass.
VISION SCREENING REFERRAL PROCEDURES FOR TEACHERS


Normal-sighted/non-special education students are normally sighted students, who can be corrected to 20/30 or 
better and who are enrolled in regular education classes.  The standard screening and referral procedures are in 
effect for these students.


Normal-sighted/special education students are normally sighted students, who can be corrected to 20/30 or 
better and who are enrolled in a special education program. 

Students must pass a vision screening before being evaluated for special education eligibility or given a psychological evaluation.  This includes a distance vision and a near vision screening (near vision is not included in this manual). Students with adequate comprehension abilities who are unable to pass the vision screening should follow the guidelines as outlined above for non-special education students. 

Some students may be unable to understand, respond to, or comprehend the vision screening instructions.  If little or no response to the vision screening is received, then the student does not need to be retested.  The referral letter (V-1) and a blank copy of the Cobb County School Eye Report for Children with Visual Problems should be sent to the parent indicating that their child was unable to participate in the standard screening procedures. A complete vision examination is recommended.  Parents may choose an eye doctor of their choice, an optometrist or ophthalmologist or the one of the Cobb County School Optometric Consultants. The cost of the eye exam is the responsibility of the parent. 

If the parent states that the student has had a vision examination within the past year, or that the parent will be taking their child for an eye examination, the teacher should request that the parent have the eye doctor complete the Cobb County School Eye Report for Children with Visual Problems (page 15). Using this form will encourage the reporting and sharing of needed information with the teachers, educational consultants and the school. Let the parent know that additional educational and psychological testing will be delayed until the vision results are obtained.  


Visually impaired students are students with subnormal vision that cannot be corrected to 20/60 (with glasses or 
contact lenses). These students may be served by the Vision Impaired Program.  The reason for their vision loss is 
generally due to an eye injury or eye disease. Visually impaired students will not be able to respond to Snellen or 
Titmus vision testing.  For these students an additional vision screening will not yield further useful information.  
Contact the Vision Supervisor for the Cobb School District (Elaine Thagard at 770-426-3497) to discuss further 
testing and the possibility of a low vision evaluation.   A low vision examination is an evaluation with a variety of 
telescopes, microscopes, and other devices that may improve vision at near and far.  


For further information or clarification on specific vision referral procedures, please contact Elaine Thagard, 
Supervisor, Special Education (770-426-3497) or email Elaine.thagard@cobbk12.org.
    CONFIDENTIAL
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COBB COUNTY SCHOOL DISTRICT

Eye Report for Children with Visual Problems
      Dear Eye Care Professional:

To determine if a student meets Georgia eligibility for visual impairments, an eye report must be completed by an ophthalmologist/optometrist or, in the case of cortical visual impairment, a neurologist.  If eligible, the student may also qualify for American printing House for the Blind (APH) funds.  Each year on the first Monday in January, the State of Georgia conducts a count of students who are legally blind to access federal quota money in order to buy Braille and large type books and other alternative format instructional materials.  It is critical that we get an accurate count of the legally blind students in the state, including students who are legally blind and have other disabilities that make it difficult to obtain a standard Snellen Acuity.  For our purposes, legally blind is defined as a visual acuity of 20/200 or less in the better eye after best correction or a visual field restricted to less than 20 degrees in the better eye.  This form is designed to determine if a student meets this criterion.  Thank you for taking the time to complete. 

Student Name _________________________________________   Date of Birth __________________

Local School System __________________________________________________________________

Date of most current eye exam: __________________________________________________________

Diagnosis: __________________________________________________________________________

Prognosis & Recommendation(s): _______________________________________________________
	Acuities:


	Distance

(ft.)
	Near reading

Distance (in.)
	If CF, state distance

	
	O.D


	O.S.
	O.U.
	O.D.
	O.S.
	O.U.
	O.D.
	O.S.
	O.U.

	(1) Without  

      correction


	
	
	
	
	
	
	
	
	

	(2) With best 
      correction


	
	
	
	
	
	
	
	
	



Measurement of Field of Vision:


Is there any abnormality or limitation in the field of vision? □Yes     □No


If YES, what is the widest diameter in the remaining field?


OD _________________


OS _________________


Cobb County School District
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If unable to obtain Snellen Acuity, please commit to one of the following by placing an X in the space.
	Note:  For purpose of Georgia VI eligibility, we are not allowed to accept statements like Fixes and Follows, Central, Maintained, and Steady in lieu of an acuity. 



Count   Fingers
OD _____  OS _____

Hand Movement   OD _____     OS _____


No Light Perception
OD _____  OS _____ 

Light Perception   OD _____     OS _____



Object Perception
OD _____  OS _____    Functions at the definition of Blindness* OD _____OS ____

*Functions at the Definition of Blindness (FDB) is used to indicate blindness due to brain injury or dysfunction. A student 
whose visual performance is reduced by a brain injury or dysfunction may be considered blind for educational purposes when 
visual function meets the definition of blindness as determined by an eye care specialist or neurologist. Students in this 
category manifest unique visual characteristics often found in conditions referred to as neurological, cortical, or cerebral 
visual  impairment.  An ocular diagnosis must accompany this category (on page one) such as Cortical Visual

               Impairment.    
____________________________________________________________________________________
This is a proven non-changing condition such as □ bilateral enucleations, □ anophthalmos, or □ 
other condition determined immutable – condition is ______________________________________.

Treatment Recommended:  


1.  Glasses and/or contact lenses (please state when and to what extent glasses are to be worn):  ______

___________________________________________________________________________________

Was a prescription issued?  □YES  Prescription:  _____________________________       □NO


2.  Surgery, medication, etc. ___________________________________________________________

__________________________________________________________________________________

3.  Other Recommendations:


Lighting levels: _____________________________________________________________________

Physical activities: ___________________________________________________________________

Use of other aids (e.g. magnifiers and special lenses):  _______________________________________

Doctor’s Name (Printed) _______________________________ Address ________________________

___________________________________________________________________________________

Doctor’s Signature:_____________________________ MD or OD (Please circle one) 


Date: _____________I give permission for my child’s eye physician to release the above information for educational 
purposes.


Parent/Guardian signature:___________________________________







Return form to ________________________________________ Fax # _________________________
EYE EXAMINATION RESOURCE GUIDE


Upon receiving a vision screening failure letter from the school most parents will take their child for an eye 
examination.  Cobb County School System recommends that parents use an eye doctor of their choice, either an 
Optometrist or an Ophthalmologist. Cobb County School System will not pay for eye examinations or follow-
up treatment for children failing the school screening. Parents can seek care for their child by paying for it 
privately or by using vision insurance if they have coverage.


There may be some families who do not have the resources to seek further care. We have outlined some options 
for those families who have economic difficulties.

1. Medicaid Amerigroup, Peachstate Health Plan, Wellcare and Peachcare For Kids:

a. If a family has a child enrolled in any of these state funded programs, the child is eligible for a routine eye examination and one pair of prescription glasses once every 12 months. Families are encouraged to contact Amerigroup, Peachstate, Wellcare, Medicaid or Peachcare For Kids directly to locate a provider in their area. They may also check the yellow pages for a provider.

b. To see if a family would qualify for any of these programs, parents may contact the Georgia Department of Children and Family Services for details.

2. Sight For Students Program

a. Administered by VSP (Vision Service Plan), Sight for Students provides for an eye examination and a pair of prescription glasses. There are multiple providers in the county. 

b. The family must meet income level of 200% of poverty level or less and not have any other type of vision insurance. Applicants must be able to present either check stubs to verify Year-to-Date income or a tax return. 

c. The student must be a U.S. citizen or a legal alien and have a social security number.

d. Contact Laurie Irby at Prevent Blindness Georgia (404 266-0071) for details and a certificate for this vision benefit.
3. Lions Lighthouse
a. The Lions Lighthouse has a program to fill a prescription for glasses if a child has already had an eye examination and has a valid prescription for glasses. The patient cost for the glasses is about $39.00. Contact the Lions Lighthouse at (404) 325-3630.
4. Dr. Ivo Horak (Eyes R Us) is the CCSD Vision Consultant and is available to examine students if the parent chooses to use his services. Dr. Horak sees patients on a private basis, is a provider for most vision and health insurance plans including Medicaid, and speaks fluent Spanish.  Call 770-436-9123 for an appointment. He is located at 735 Windy Hill Road, Smyrna, GA  30080.
ATTACH YOUR SCHOOL LETTERHEAD HERE BEFORE PHOTO-COPYING

STUDENT’S NAME: __________________________________________    DATE: ___________________________


Dear Parents:


This letter is to inform you about the VISION SCREENING PROGRAM conducted for our students. This screening 
is not a substitute for a complete vision examination, but rather a way to identify students with a visual problem who are in 
need of further care. We recommend that your child receive a complete vision examination by an eye doctor. This 
recommendation does not necessarily indicate that a problem exists, only that your child was not able to pass this particular 
screening. The information contained in this form will help to explain the reason for referral. Please take this form with you 
when you have your child’s eyes examined.
If you wish to verify the need for an eye examination we provide this service to you at no charge. You may contact CCSD’s Vision Consultant, Dr. Ivo Horak, OD, 735 Windy Hill Road, Smyrna, GA  30080, (770) 436-9123. Please let the secretary know that you would like to schedule a “Cobb County School Screening”. This is not a complete eye examination, but rather a re-screening to determine if a complete eye exam is needed. If a further eye examination is recommended, you may take your child to an eye doctor of your choice. The cost of the eye examination, treatments or recommendations would be your responsibility.  If you have health insurance check with your plan to see if they cover the cost of an eye exam and/or prescription eyewear. Dr. Horak accepts Medicaid and most other vision and health plans and is fluent in Spanish.


A child should have an eye exam by an optometrist or ophthalmologist before kindergarten. If a child wears glasses 
or contacts an eye exam is recommended each year. A child without prescription eyewear should have an eye exam every 
other year. 

Thank you very much.


__________________________________________________


Examiner’s Signature



     TESTING METHOD:   [    ]  Snellen  [    ] HOTV      [    ]  Titmus

	
	Right Eye
	Left  Eye

	Distance Vision
	[  ] Pass         [  ] Fail
	[  ] Pass         [  ] Fail

	Near Vision
	[  ] Pass         [  ] Fail     
	[  ] Pass         [  ] Fail    

	Muscle Imbalance
	[  ] Pass         [  ] Fail 
	[  ] Pass         [  ] Fail

	Eye Health
	[  ] Pass         [  ] Fail 
	[  ] Pass         [  ] Fail


------------------------------------------------------------------------------------------------------------------------------------------------------------------


PARENTS: PLEASE DETACH THIS FORM AND RETURN IT TO YOUR CHILD’S TEACHER OR THE SCHOOL 
SECRETARY.
· My child had a re-screening with Dr. __________________ on the following date: _______________________.
· My child had an eye examination on the following date: ________________________.

______Prescription glasses or contacts were recommended.


______No glasses or contacts were recommended.

· I cannot afford an eye examination for my child, please contact me so that other arrangements can be made.

        
CHILD’S NAME : __________________________________ PARENT’S NAME: _____________________________________   

         
HOME NUMBER:______________________________WORK/CELL NUMBER: ____________________________   
         
EMAIL ADDRESS: _________________________________________________                                                                             (V-1)
ATTACH SCHOOL LETTERHEAD HERE BEFORE PHOTO-COPYING


_____________________________________________                                       ___________________________


Nombre del estudiante







      Fecha


Estimados padres:

La presente carta es para informarles sobre el PROGRAMA DE CHEQUEO DE LA VISTA dirigido hacia nuestros estudiantes. Nosotros queremos que usted entienda que este examen no sustituye un examen visual completo, si no sirve para determinar si nuestros estudiantes necesitan un examen completo de la vista.  Nosotros recomendamos que su hijo/a reciba un examen  visual completo por un doctor de la vista.   Esta recomendación no necesariamente indica que el problema existe, pero indica que su niño/a no paso este particular chequeo.  Por favor entregue esta forma al Doctor de la vista cuando lleve a su niño/a para un examen completo de la vision.  Esta información explicará la razon por la cual lo refirieron.



Estamos recomendando que su hijo/a reciba un examen de la vista por un Optometrista u Oftalmologo antes de 
empezar el Kindergarten. Un examen de los ojos es recomendado cada año si su niño usa lentes o contactos, cada otro año si 
no los usa.  Si usted tiene un Seguro de Salud tal vez su plan cubre el costo de su examen de la vista.  Si usted tiene 
Amerigroup, Wellcare, Peachstate y Peachcare para niños contacte al  Departamento de Niños y Servicios de Familia para 
localizar un doctor en su area.  Los  programas de Amerigroup, Wellcare, Peachstate y Peachcare para niños cubre un examen 
de la vista y un par de lentes por año calendario.

Si usted desea verificar si nosotros proveemos el examen de la vista para usted sin costo alguno, por favor contacte la consulta de vision del Cobb County Schools , Dr. Ivo Horak (se habla español),  735 Windy Hill Rd, Smyrna, Georgia 30080  (770) 436-9123  Lunes a Viernes entre las horas de 9:30 a.m. y 5:30 a.m.. Dejele saber a la secretaria que usted quiere una cita para un chequeo de la vista.  Este no es un examen completo de la vision, pero es un chequeo para determinar si es necesario un examen completo de los ojos.  Si en el futuro requiere un examen completo de la vista, usted puede hacer una cita con el doctor de su preferencia.  Usted será responsable por el pago de este examen o tratamientos.

Dr. Horak tambien está disponible para examenes de la vista si los padres seleccionan sus servicios.  El atiende pacientes donde usted  hace su propio pago y tambien reciben aseguranzas con planes que cubran examen de la vista.  Usted será responsable por el costo del examen.  Usted puede llamar (770) 436-9123 para hacer una cita.  Cuando usted llame para la cita, digale a la secretaria que usted quiere una cita para un examen completo de la vision. Nosotros aceptamos Medicaid. Muchas gracias.


Atentamente,

___________________________________


Firma del examinador

PRUEBA EFECTUADA:      [     ]  Snellen  [    ] HOTV       [    ]  Titmus
	
	Ojo derecho
	Ojo izquierdo

	
	Aprobó
	Falló
	Aprobó
	Falló

	Agudeza a distancia
	
	
	
	

	Agudeza cercana
	
	
	
	

	Desbalance Muscular
	
	
	
	



-----------------------------------------------------------------------------------------------------------------------------------------------------


SEGUIMIENTO VISUAL

 PADRES: Por favor corten y devuelvan la parte de abajo al maestro de su hijo(a).


(   )  Mi hijo(a) tuvo un examen de la vista en la siguiente fecha:______________________


(   )  No le recetaron lentes o anteojos.


(   )  Le recetaron lentes o anteojos o lentes de contacto.


(   )  No puedo pagar un examen de la vista para mi hijo(a). Por favor llámeme para hacer otros arreglos.


Nombre del niño(a)_________________________________Nombre del padre o madre:____________________________


Teléfono del trabajo:___________________________ Teléfono de la casa:__________________________
VS-1(1)
FOLLOW-UP VISION SCREENING LETTER V-2 

ATTACH SCHOOL LETTERHEAD BEFORE PHOTO-COPYING     


STUDENT'S NAME _________________________________   DATE __________________ 


Dear Parent: 


We recently sent you a letter indicating that your child was unable to pass the school vision screening and that 
either a full eye examination or a more thorough refractive screening was recommended.  In order to measure the 
effectiveness of our vision screening program, we are asking you to CHECK ALL THE APPROPRIATE BOXES 
BELOW and RETURN THIS FORM TO THE SCHOOL, either by sending it to your child's teacher, or by 
mailing it to the school secretary at the above address.

( ) My child had an eye exam on the following date _________________.

( ) No glasses were recommended.

( ) Prescription glasses or contact lenses were prescribed. 

( ) My child had an eye exam within the last six months and no vision problems were found, therefore I did not take my child for another eye exam. 

( ) I cannot afford an eye exam for my child, please call me so that other arrangements can be made. 

( ) My child had a further screening with one of the optometric consultants for Cobb County School District. Name of optometrist: ___________________________________________

 ( ) My child passed the screening and no further examination was necessary.

( ) My child was unable to pass the screening and a full eye exam was recommended. 


PARENT, PLEASE COMPLETE THE FOLLOWING INFORMATION: 

          Parent Name: ______________________________ 
          Home Phone: ______________________________ Work Phone:___________________________

Thank you for your assistance, 


Sincerely, 

Examiner's Signature 

FOLLOW UP VISION SCREENING LETTER V-2

ATTACH SCHOOL LETTERHEAD BEFORE PHOTO-COPYING


NOMBRE DEL  ALUMNO __________________________________________  FECHA _______________


Queridos Padres:

Recientemente nosotros le enviamos una carta indicando que su hijo/a no pasó el chequeo de la vista en la escuela y se le recomienda un examen completo.  En orden de medir la efectividad de nuestro programa de chequeo, preguntamos de chequear la respuesta apropiada en los parentesis de abajo y devuelva este formulario a la escuela, a la maestro de su niño/a, o a la secretaria de la escuela por correo a la siguiente direccion abajo indicada.


(  )  Mi hijo (a) tuvo un examen de la vista en la siguiente fecha _____________________


(  )  No se le recomendaron lentes


(  )  Se le recomendaron lentes


(  )  Mi hijo (a) tuvo un examen de la vista hace seis meses y no se le encontró problemas de la vista.  Por lo tanto 
no he llevado a mi hijo (a) a otro examen


(  )  No puedo pagar por un examen para mi hijo (a) por favor llameme para hacer otros arreglos


(  )  Mi hijo (a) tuvo un chequeo de la vista en el consultorio optico de los consultants para las Escuelas del 
Condado de Cobb en la oficina del Dr. Ivo Horak, (770) 436-9123.

(  )  Mi hijo (a) pasó el chequeo y otro examen no es necesario


(  )  Mi hijo (a) no pasó el chequeo y un examen completo fue recomendado


PADRES, POR FAVOR CONTESTEN LA SIGUIENTE INFORMACION:


NOMBRE DEL PADRE ___________________________________________________


TELEFONO DE LA CASA ___________________ TRABAJO ___________________ 


GRACIAS POR SU ATENCION


Sinceramente,


Firman del Examinador     


VS-2

 (Parent/Guardian Authorization Release for Screening)


STUDENT'S NAME:___________________________________         DATE: _____________


Dear Parents: 


The following letter is to inform you about the VISION SCREENING PROGRAM conducted for our students.  
We want you to understand that this is not a substitute for a complete vision examination, but rather serves as a 
method for us to screen our students and suggest further care for those who may have problems with their vision. 


We are requesting permission to perform a vision screening with your child at your child's school.  If your child is 
able to pass this screening, no further information will be sent to you.  However, if your child is unable to pass the 
vision screening, a letter will be sent to you in approximately three weeks advising you of the results and 
recommendations. 


Thank you for your assistance. 


Sincerely, 
 
 


Examiner's Signature 
 
 


I hereby grant my permission for the following: 

1. The vision screening of my child by the representatives of the Cobb County School District. 

2. The release of the screening information to Cobb County School District staff, officials, and to the Cobb County School District Vision Consultant, Dr. Ivo Horak.
 
Parent or Guardian Signature:  _______________________________________Date: ______________      

 
Please return to your child’s teacher.


V-3









 
PERMISSION FOR REFERRED STUDENTS- SPANISH

(ATTACH SCHOOL LETTERHEAD HERE BEFORE PHOTO-COPYING)


________________________________________                                           ________________________

                   Nombre del estudiante






Fecha


Estimados padres:


La presente carta es para informarles sobre el PROGRAMA DE EXAMEN DE LA VISTA dirigido hacia 
nuestros estudiantes. Es importante que ustedes entiendan que este examen no sustituye un examen visual 
completo, sino que sirve como instrumento para examinar a los estudiantes y sugerir medidas de seguimiento 
médico a aquellos que posiblemente tengan problemas visuales.


Le queremos pedir permiso para hacerle un examen de la vista a su hijo(a), el cual será efectuado por voluntarios 
del PTA (Asociación de padres y maestros) y/o maestros de la escuela de su hijo(a). Si su hijo(a) pasa este 
examen, no será necesario enviarle información adicional. Sin embargo, si su hijo(a) no pasa este examen de la 
vista, le enviaremos una carta en aproximadamente tres semanas informándole de los resultados y 
recomendaciones.


Gracias por su ayuda.


Atentamente,


______________________________


Firma del examinador


---------------------------------------------------------------------------------------------------------------------------------------


Por este medio doy permiso para lo siguiente:

1.  Un examen de la vista a mi hijo(a), efectuado por los representantes de las Escuelas Públicas del

     Condado de Cobb.

2.  La divulgación de los resultados del examen al personal de las Escuelas Públicas del Condado de 

     Cobb, a los oficiales y al optómetra, el Dr. Ivo Horak.

_______________________________________                                   _________________________


Firma del padre, madre o guardián





Fecha


Por favor devuelva esta carta al PTA de la escuela de su hijo(a).
(VS-3)






                                              COBB COUNTY SCHOOL DISTRICT                                        (V4)
VISION SCREENING PROGRAM

Vision Screening Roster – Year ___________
   School ____________Homeroom ___________Examiner ____________Snellen _____   Titmus _____                  
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COBB COUNTY SCHOOL DISTRICT
HEARING AND VISION SCREENING

Totals Reporting Form  


TO:

Elaine Thagard, Special Education


FROM:



DATE:


RE:

Hearing and Vision Screening


(This form is completed and sent in to Dr. Elaine Thagard at the Central Office by January 20, 2012.

 Thank you very much.)


HEARING:

Total number screened



__________________





Total number failures for first screening

__________________





Total number failures for second screening

__________________


VISION:

Total number screened



__________________





Total number failures for first screening

__________________





Total number failures for second screening

__________________


______________________________________________________________


Signature


______________________________________________________________


School


A200


Georgia Department of Human Resources

CERTIFICATE OF EAR, EYE, AND DENTAL EXAMINATIONS

TO BE FILE WITH SCHOOL AT TIME OF CHILD’S ENROLLMENT

This is to certify that the child identified here has received EXAMINATIONS, TESTS OF INSPECTIONS 

	CHILD’S NAME                        First                                                Middle                                      Last


	DATE OF BIRTH

Mo.          Day             Year

	LOCAL RESIDENCE (Street & Number, P.O. Box, Route, Etc.)


	SCHOOL
	SEX

_____ Male          _____ Female

	CITY
	STATE & ZIP CODE
	COUNTY
	RACE

___ White ____ Black ____ Other

	PARENT’S NAME
	ADDRESS (Street or R.F.D. No., City or Town, State)
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INSTRUCTIONS

TO THE EXAMINER:
TO THE SCHOOL:

1.     Make certain identifying information is properly filled in.
When any portion of the certificate indicates


that the child “needs further professional

2.     Make certain the appropriate section of the certificate
examination” and it appears that the child

        is filled in for the examination performed.
has not had attention, this information should


be made available to the county health

3.     When any or all examinations indicate that the child
department.

        “needs further professional examination,” the appropriate

        report form will be supplied by the county health 

        department for a private practitioner to complete and

        return to the health department in the county of the child’s

        residence.

TERMS DEFINED:

     Examination means an appropriate method of inspection.

     Screening Test Passed means to pass a standardized inspection for sorting out those who meet specific requirements.

     Private Practitioner means one who is in the private practice of dentistry, medicine or a related specialty and licensed under the laws 

     of Georgia.

     Volunteer Organization means member of a group who has been trained to do standardized screening inspection.


FORM 3300 Page 2 (Rev. 6-2009)
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CONTACT INFORMATION FOR 

SCREENING OPTOMETRISTS
            Cobb County School District has an agreement with three local optometrists to perform re-screenings


at no charge to students who have failed the Cobb County School District vision screening. This is not

an eye exam, it is only a screening to determine if an eye exam is recommended. This service is not available to charter school students. The Cobb County School District will not pay for eye exams, follow-up care, or corrective lenses. For a re-screening, please contact one of the following optometrists.

Dr. Ivo Horak, OD

CCSD Vision Consultant

Eyes R Us

735 Windy Hill Road Smyrna, GA  30080

(770) 436-9123
Dr. Janelle Davison, OD

Brilliant Eyes Vision Center

1690 Powder4 Springs Rd., Ste. 101

Marietta, GA  30064

(770) 428-0414

Dr. Barry Schirack, OD

ProCare Eye Center

6572 Hwy. 92 Ste. 100

Acworth, GA  30102

(770) 924-3355

28

 COBB COUNTY SCHOOL DISTRICT
School Newsletter Information


The Hearing and Vision screening program for the students of Cobb County School District is a means 
to suggest further care for those students who may have a problem with vision or hearing.  Please 
understand that this screening is not a substitute for a complete hearing or vision examination.

The Snellen vision screening chart used in most schools and the HOTV chart screen only for distance vision problems.  If a 
student has difficulty with reading or close vision, the Snellen chart screening may not alert to the problem. The Titmus screening machine used in some elementary schools has the potential to alert to both near and distance vision problems. 


The current hearing screening is designed only as a screening and can indicate possible hearing 
problems. Cobb County Audiology Services is located at 6975 Cobb International Blvd., Kennesaw, GA  
30152 and can provide a complete hearing evaluation free of charge to district students.  The phone 
number to call for an appointment is 678-581-7400.

Staff trained by the school system will be screening students in grades 1, 4, 7 and 10 for both hearing 
and vision.  All entering kindergarteners will be expected to present proof of eye, ear and dental 
screening on Form 3300 at the time of registration.  The form 3300 must be dated no earlier than August 
1st of the prior year. The Cobb County Health Department or a private physician can provide this 
screening.  If you suspect your child may have a hearing or vision problem and your child is not in one 
of the grades listed for mass screening, please speak to your child’s teacher about obtaining a screening 
at school. 


DENTAL


                  _____ Normal Appearance (Green)


                  _____ Needs Further Professional Examination (Yellow)


                  _____ Emergency Observed Problem (Red)�
�
Examination Done By


_____ Public Health Dentist, Hygienist, PH/School R.N.


_____ Private Practitioner: Dentist, Physician�
Date


�
�
Examiner’s Signature





�
Title�
�









	








EYE-VISION


___Screening Test   ___ Passed  ____ Needs further professional examination


�
�
Examination        ____ County Health


Done By               ____ Volunteer Organization


                              ____ Private Practitioner


�
Date�
�
Examiner’s Signature


�
Title


�
�






EAR-HEARING





___Screening Test   ___ Passed  ____ Needs further professional examination


�
�
Examination        ____ County Health


Done By               ____ Volunteer Organization


                              ____ Private Practitioner


�
Date�
�
Examiner’s Signature


�
Title


�
�






FOR INFORMATION: CONTACT YOUR COUNTY HEALTH DEPARTMENT OR YOUR PRIVATE PRACTITIONER





FOR COBB COUNTY AUDIOLOGY SERVICES, CALL 678-581-7400





FOR INSTURCTIONS: SEE 2ND PAGE.
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