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Vision Screening Verification

| hereby confirm that , presented at
(Patient Name) Please Print

my office on ,20___, and was provided with a Vision screening.
(Month) (Day)

Signature:

Signature of Physician, Nurse Practitioner or Physician Assistant

Printed Name:

Date Signed:

Provider Address:

Phone:

Signature:

Signature of Participant

School District or College:

Zip Code:

Date of Birth

Please upload this form to healthadvocate.com by logging into your home page. Under your
To-do list, click on receive preventative screenings and on the next page you can upload this
form.



