
   Kentucky KidSight 

                                                      Result Form 

♥ Parent Must Complete Both Sides of This Form ♥ 
Result Form 

Dear Parent, 
 Our interpretation of your child’s photo is the following: 
 
____ Pass:  We are unable to detect a vision problem at this time.  The screening is not a substitute for a complete eye exam.  

Consult your eye care professional if you suspect a vision problem 
 
____ Borderline: Your child may have a mild refractive error (need for glasses) that does not need to be  
                      evaluated formally at this time.  We recommend the child be re-screened by his or her  
                             pediatrician in one year, or sooner if you suspect a problem. 
 
____ Refer: Your child should be examined because he or she may have the following condition that has the  
                     potential to cause poor vision in one or both eyes: 
        ____ Strabismus (Crossed eyes) 
        ____ Anisometropia (Difference in need for glasses between eyes; can cause poor vision in one eye) 
        ____ Refractive Errors (Can contribute to eye crossing) 
        ____ Other 
 
____ Unreadable Photograph: The Lion Volunteer will contact the screening site to schedule “Retakes”. 
 �  Focus (top / bottom)    � 4-8 mm pupils (top / bottom)    � Fixation (top / bottom)     � Four pupils (top / bottom) 
 
 If your child is referred from this exam, please take your child to see an ophthalmologist or optometrist in your area.  
Please take the Evaluation Sheet, included in this packet, to your appointment and have the eye doctor complete the form and 
return it to Kentucky Lions Eye Foundation.  If you have any questions about your results please call the Kentucky Lions Eye 
Foundation at (502) 583-0564 or 1-800-232-5308.  PLEASE PRINT LEGIBLY! 
 

♥♥♥  PLEASE SIGN CONSENT ON THE OTHER SIDE OF THIS FORM  ♥♥♥ 
 
   Child’s Name:______________________________________ 
       Please Print        First            Middle Initial         Last               
 
   Child’s Date of Birth:_________________________________  

 
   Child’s Age (1 thru 5 years):_______________________                        
             (1 year up to and including all 5 year olds)  
 
   Parent or Guardian: _________________________________     
 
   Address: ___________________________________________     
 
   City and ZIP: _______________________________________ 
 
    Home Phone: (____) _________________________________ 
 
   Work/2nd Phone:  (_____)__________/_______________ 

 
 
 

The Volunteer will 
Staple Your Child’s 

Vision Screening 
Photo Here 

 
 
 
 

Initials  staple               birth date 


