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Project 20/20 and your school are excited to offer vision screening for your child.
· Our vision screening instruments provide a higher percentage of accuracy than traditional methods.

· Our state-of-the-art Retinomax 2 detects refractive errors such as astigmatism and near/far sightedness.

· We measure the ability of the eyes to function together (binocular vision and depth perception), and check visual acuity, (distance, near and far), which is imperative to proper visual development.

· An eye exam using the traditional eye chart by itself is not adequate for the detection of many visual conditions.
· Our experts interpret the results to determine whether the child needs to be referred or if they have passed.  A referral does not mean your child needs glasses or treatment; however it does mean that we recommend you should follow through with a comprehensive eye exam by an eye care professional.

· We screen children from ages 2-12.

· Our medical consultant, Dr. Charles R. Reddy, O.D., will provide a signed copy of the eye-vision section of the required school certificate for any child for whom this is requested. 

If you wish to have your child’s vision screened please fill out the information below and return it with a check made payable to Project 20/20 for $24.00 by the screening date.  For each additional sibling please take $5.00 off the original price.  By signing this form you give us permission to screen your child, to share the results with the director/principal of your school, and for Project 20/20 to consult with your child’s doctor, should it be necessary, and release Project 20/20, LLC and its members and employees from any liability with respect to the vision screening.

------------------------------------------------------------------------------------------------------------------------------------------------------------------                                                                                           

This screening is designed to detect possible vision problems, but it is not a complete eye examination and does not detect all vision problems.

I have read the above information and I give permission for my child to participate in the vision screening. I have enclosed my payment of $24.00.

Child’s Name and Date of Birth: ____________________________________________________________________

Address and phone number: _______________________________________________________________________

Name of teacher and classroom: ____________________________________________________________________

Parent or Guardian Signature: ______________________________________________________________________


I request a signed copy of the GA Dept. of HR certificate (required for public school admissions)

For Project 20/20 use:
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