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Why do you feel your child needs a visual evaluation?          

How long has this problem/difficulty been observed (if any)?      
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Has your child received any special developmental guidance/ assistance?  Yes  ����    No  ���� 
If yes, explain:  �
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Check the appropriate spaces if you have any concerns about the following behavior(s) in your child: 

Lack of curiosity  ����                    Irritable, easily upset ���� 
Thumb-sucking              ����  Restlessness  ���� 
Nervous              ����                 Has difficulty separating from parents ���� 
Glum, sulky, moody    ����   Sleeplessness  ���� 
Bad temper  ����                       Lethargic, low energy ���� 
Passive      ����                         Aggressive  ���� 

Other (please explain):       
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!�!���$���$& �%'���If your child is in school, please fill out this section, otherwise skip to Section B:�
�

Age at time of entrance to:  Pre-school    Kindergarten    First Grade   
Specifically describe any school difficulties:      
    
Has your child changed schools often? Yes  ����   No  ����  If yes, when?      
Has a grade been repeated? Yes  ����   No  ����  If yes, which and why?      

%��"������������������"��������)
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��������)����#��Yes  ����  No  ����  If so, when is 

your ARD Meeting scheduled?      %��"����������
���
�"����
�<=>�2�
�����%62# Yes  ����  No  ���� 
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Has your child had any special tutoring, therapy, and/or remedial assistance? Yes  ����    No  ���� 
If yes, when?    
Where and from whom?   How long?    
Results:    
Does your child seem to be under tension or extreme pressure when doing school work? Yes ����  No  ���� 
Does your child like to read?  Yes  ����  No  ����    Voluntarily?  Yes  ����  No  ���� 
Does your child like school?  Yes  ����  No  ����                                                                   
 

WHICH CLASS SUBJECTS ARE: 
 

 Above average:     

 Average:     

 Below average:     

Does your child need to spend a lot of time/effort to maintain this level of performance?   Yes  ����  No  ���� 
How much time on average does your child spend each day on homework assignments?    
To what extent do you assist your child with homework?     
Do you feel your child is achieving up to potential?  Yes  ����  No  ���� 
Does the teacher feel your child is achieving up to potential?  Yes  ����  No  ���� 
Child’s favorite subjects?             
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PRE-SCHOOL/DAYCARE  - If your child attends preschool or daycare, please fill out the following: 

Name of Pre-school/Daycare:       
Does your child like pre-school/daycare?  Yes ����  No ���� Does your child like the teacher? Yes  ����  No ���� 
Compared to other children his/her age, does general performance and social skills seem to be: 
above  ����    equal to  ����    or below  ���� ? Please explain:    .....   

Which pre-school activities are easy for your child?       

Specifically describe any pre-school / day care concerns / difficulties:     

      
 

PRESENT SITUATION 

Please check “yes” or “no” to the following observations and/or complaints as they relate to your child: 
   Yes No      If yes, when? 
An eye turns in or out  ���� ����   
Reddened or encrusted eyelids ���� ����   
Frequent sties ���� ����   
Eyes in constant motion ���� ����   
Eyelids droop ���� ����   
Stares at bright lights or repeatedly flicks  
 objects in front of face ���� ����   
Is abnormally bothered by bright light ���� ����   
Has watery eyes ���� ����   
Turns or Tilts head to one side � �   
Moves objects very close to look at them � �   
Squints or Blinks excessively while looking at objects ���� ����   
Has a tendency to rub eyes ���� ����   
Covers or closes one eye ���� ����   
Stumbles over objects or is clumsy ���� ����   
Poor motor control ���� ����   
Lacks interest in looking at objects or seeing ���� ����   
Unable to see distant objects ���� ����   
Unable to transfer object from hand to hand, 
 or crossing the midline of the body ���� ����   
Is unable to stack blocks or other objects ���� ����   

 

Does your child verbalize any problems/complaints about his/her eyes or vision? Yes  ����    No  ���� 
If yes, explain:      
 

CURRENT ABILITIES/BEHAVIOR 

Where appropriate, list the age at which your child could do the following: (some of these behaviors 
may not apply due to your child’s chronological age). 
   Age                                                                     Age 
Responsive smile   Stack blocks                          
Crawl (stomach on floor)   Walk alone                            
Roll over   Scribble spontaneously        
Creep (stomach of floor)   Kick a ball                              
Sit up alone   Walk up steps with help        
Respond to words and names   Use two-word sentences       
Say single words   Become toilet-trained            
Give first name   Put on some clothing alone    

Can your child identify colors?  Yes ����  No ����  Can your child identify numbers or letters? Yes ����  No  ����   

Does your child like to draw/color? Yes  ����   No  ����   Is your child learning to read?  Yes  ����  No  ���� 

How is your child performing as compared to others his/her age:  Above average ����   Below average  ���� 


