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Chronological Age (At time of screening): 
Adjusted Age (For prematurely children now under two years,  
subtract number of weeks prematurely from the chronological age):  

PERSON(S) COMPLETING THE CHECKLIST 
(Write your role on the child’s team or your agency after your name) 

Parent/Cargiver: 

Other: Other: 
Screener Note: 
Completed screenings with indicators checked require a family copy to share with health care provider. If your child has 
not seen an eye doctor yet, completing this screening will give you an indication of possible concerns or signs to watch 
for. If your child has already seen an eye doctor, completing this screening will tell more about how your child uses vision. 
THERE IS NO SCREENING THAT WILL SUBSTITUTE FOR AN EYE EXAM BY A PEDIATRIC EYE DOCTOR. 

Has the child seen an eye doctor (an ophthalmologist, M.D. or an optometrist, O.D.)? Yes No 

Doctor’s Name: 

Address (No., Street): 

City: State: ZIP Code: Phone Number: 
Additional Vision Information  (Diagnosis, glasses or other treatment, follow up scheduled or anticipated): 

RISK FACTORS FOR VISION LOSS 
These are family and medical history details that have a high incidence of vision loss in infants and toddlers. 
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