LOW VISION CLINIC PRE-EXAMINATION INFORMATION FORM
-Sponsored by The Iowa Statewide System of Services to children who are blind/visually impaired-
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Please mark the box to the left of the date your child/student will be attending.

	Location
	                Clinic Date
	                           Forms Due


	 FORMCHECKBOX 
   AEA 10                                   October 05,2011                                    September 28, 2011

	 FORMCHECKBOX 
  AEA 1                                      October 26, 2011                                   October 19, 2011

	 FORMCHECKBOX 
  AEA  11 & DMPS                    November 02, 2011                               October 26, 2011

	 FORMCHECKBOX 
  NWAEA                                   November 09, 2011                               November 02, 2011

	 FORMCHECKBOX 
  AEA 267                                  November 16, 2011                               November 09, 2011
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Today’s date:      

AEA:  FORMDROPDOWN 

Student name:       

DOB:       

Gender:   FORMDROPDOWN 

Parent(s) name:       



Parent(s) name:       
Address:     
Parent daytime phone number:       

Home phone (if differs):      
Cell phone (optional):      

              email address (optional):     
Teacher of student’s with visual impairments:       
Certified/licensed Orientation and Mobility Specialist:       
Has this student been to a Statewide Systems of Services Low Vision Clinic in the past?   FORMDROPDOWN 

Date of clinic, if known:       
Eye exam date (other than LVC):       
Current eye doctor and location:        
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Visual Functioning – to be filled in by TVI along with parent(s)

Diagnosis causing vision loss:      
Does this student currently use any optical devices?   FORMDROPDOWN 

Please list any/all optical devices used by this student:       
Does this student use any assistive technology?   FORMDROPDOWN 

Please list any/all assistive technology devices used by this student:       
What specific information would you like from this evaluation? (e.g. assessment of visual functioning, recommendation for low vision devices, driving questions, glare control, other…)       
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Educational Information – to be filled in by TVI along with parent(s)

Name of school currently attending (district):      

Teacher/counselor:     
Student’s current grade or placement level:       

contact email address (optional):     
Does this student have additional disabilities?   FORMDROPDOWN 

Please describe:       
Orientation and Mobility (O&M)
Are there any concerns about this student’s  O&M skills?   FORMDROPDOWN 

Please list any concerns:       
Does this student currently receive O&M services or is there a plan to review the need for O&M services?  FORMDROPDOWN 
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Ocular History (please read carefully):

1. If you have a current (within 6 months) report from your child’s primary eye doctor, please send us a copy of the report.  Please ensure your child’s name, address, and date of visit are on the report.

-OR-
2. If you do not have a current report from your child’s primary eye doctor, please make arrangements to have your child’s eye care provider send us a copy of his/her report or summary of findings.  The information may be sent via electronic mail (pbarr@iowa-braille.k12.ia.us) or mailed to the address at the end of this form.

Functional Vision Assessment (TVI and/or COMS/L):

Please include a copy of the current FVA with this form.  The information may be sent via electronic mail (pbarr@iowa-braille.k12.ia.us) or mailed to the address at the end of this form.

[image: image6.png]



Consent for Services:

A report of the Low Vision Clinic evaluation will be sent to you (as the parent/guardian).  By signing a consent form you permit us to send a copy of the report to your area education agency, and TVI & COMS/L. You may consent today by marking the following box – and this form will be processed   FORMDROPDOWN 
.  On the day of the clinic you will be required to physically sign another form to express your full consent.  If you are unable to attend the clinic or sign the consent form, your student may not be seen at that clinic.
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Mailing address:

Pat Barr 
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Low Vision Clinic 

Iowa Braille School

1002 G. Ave.

Vinton, IA  52349






You may direct questions or concerns to:
Jim Judd, Low Vision clinics/services Coordinator

Same address as above

319-472-5221 ex. 1050

jjudd@gwaea.org    or  jjudd@iowa-braille.k12.ia.us 
