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VISION CHECK FORM 
 
Name:  ____________________________________ 

 

D.O.B.  ___________________________________ 

 

DATE:  ___________________________________ 

 

            

Current Medications:  Health Problems:  Allergies: 

     

     

     

 

 

To the Doctor: 

 

Please fill out this record of this visit. It will help insure that your directions are followed accurately. 

 

Treatment:  _________________________________________________________________________________________________ 

                   

Diagnosis:   _________________________________________________________________________________________________ 

 

                   

                                                                  Name                                                       Times                                            Comments  

Medications Prescribed:        

       

       

       

       

 

 

Is a future visit required for this problem    Yes      No                           Next Appointment: ______________________________ 

 

Comments: __________________________________________________________________________________________________ 

 

 

Physician’s Address                                                                                                      ________________________________________ 

                                                                                                                                                        Optometrist’s Signature 

_________________________________________  

_________________________________________                                                     ________________________________________                                                                                                

_________________________________________                                                                   Optometrist’s  Printed Name 

                                                                                                                                           LCCYS 2004 


