
Vision Evaluation Report 

Date: [Insert Date] 

Patient Name: [Insert Patient Name] 

Date of Birth: [Insert Date of Birth] 

Consulting Doctor: [Insert Doctor's Name] 

Reason for Evaluation 

[Insert Reason] 

Visual Acuity 

Right Eye: [Insert Measurement] 

Left Eye: [Insert Measurement] 

Both Eyes: [Insert Measurement] 

Refraction Findings 

Right Eye: [Insert Prescription] 

Left Eye: [Insert Prescription] 

Ocular Health Assessment 

[Insert Findings] 

Recommendations 

[Insert Recommendations] 

Follow-up 

Next Appointment: [Insert Date] 

Signature 



___________________________ 

[Insert Doctor's Name and Credentials] 


