
RSU 21 
Arundel, Kennebunk , Kennebunkport 

                                                                         

 
Vision Screening Report 

Dear parents of ____________________________________________________ Date _____________                                                                                    
                                First Name                                              Last Name 
 
Your child was screened for his/her abilities to see distances and the results are: 
 
Right Eye:  20/________________               Left eye:  20/ _______________ 
                          
The screening was done ______ without corrective lenses        ______  with corrective lenses 

 
_____The screening indicates your child may have myopia which can interfere with your child's ability to learn if  
           not corrected by glasses or contact lenses.  Please take your child to an optometrist or ophthalmologist as soon as  
          possible  for a thorough assessment.  Ask the doctor to complete the form below and return it to the school. 
 
____ I understand that your child is under regular care for an eye problem and I am notifying you that  the results of the  
            recent screening were abnormal.  
 . 
If you have any questions please call me.   _________________________________________________________ 
                                                                                                                       School Nurse 
_____________________________________________________________________________________________________ 
 
                                              
 

 Report from Optometrist/Ophthalmologist to School 

I  have completed a thorough assessment of above named child and have found him/her to have: 
 
_______ Normal vision & eyes                ______Myopia  _____Hyperopia  _____Astigmatism 
    
_______Strabismus  _______Esotropia                  _____Exotropia                 _____ Hyperphoria 
 
_______ Anisometropia  _______ Amblyopia                 _____Aniseikonia                 ______ Nystagmus 
 
_______ Cataract                                    _______ Opaque cornea  _____ Color blindness 
 
 
I  recommend:      _________ 
 

 Corrective Lenses Full Time  _________Corrective Lenses Part Time 

Other, please describe:_________________________________________________________________________ 
 
________________________________________________________________________________________________ 
 
 
Signature of doctor: _____________________________________________ Date: ______________ 
 
Please return to nurse at: 
____Kennebunk Elementary School  ____ Sea Road School                  ____Kennebunk High School 
        177 Alewive Rd.            29 Sea Road            89 Fletcher St. 
        Kennebunk, ME 04043            Kennebunk, ME 04043-7214          Kennebunk, ME 04043-       
 986-2383             985-1105            985-1110 
 
____Consolidated School   ____ Middle School of the Kennebunks  ____ Mildred Day School 
        25 School Street            60 Thompson Road            600 Limerick Rd 
        Kennebunkport, ME 04046-6135          Kennebunk, ME 04043-6142           Arundel, ME 04046 
        967-2121            985-2912                                            282-4677 
 
A copy of this report has been placed in the student's Permanent Health Record 


