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60-DAY OPTICAL EXAMINATION
Child’s Name: _________________________________________________________________
Date of Birth: ______________________		Medicaid No.: _____________________
Current Placement: ___________________________________________________________
Date of Exam: _______________________	Date of Initial Placement: __________________
Doctor/Facility: _______________________________________________________________________
Does the child need glasses?   YES	NO
If yes, are the glasses for….	Close Vision	Far Vision	Both Near & Far Vision
Are other vision problems present? 	YES	NO
If yes, what is the problem?
____________________________________________________________________________________________________________________________________________________________________________
Child needs to be seen again: ____________________
Optometrist’s Signature or Name Stamp: ______________________________________________

Please return to: 

	Nicholas Digel, Placement Coordinator
Union County Department of Human Services
	940 London Ave., Suite 1800
	Marysville, Ohio 43040
	PHONE: 937-644-1010
	FAX: 937-644-8700
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