NCASB Eye Classification-Examination Form
General information: (please type or print)

Name of Contestant: ____________________________ Birth date: ___________

Sex: _________ Address _________________________________________________

City: _____________________________ State: ________________ Grade: _____

School: __________________________________

Visual Certification:
(with best correction)

Standard acuity measurements: O.D.__________O.S.__________O.U.__________

Standard field measurements: O.D. ______degrees O.S. _____degrees

Visual Classification: (check only one)

_____ Class "A" Permanent: The same as Class "A" Eye condition, but will not change and there is no need for further examinations. 

_____ Class "A" Totally Blind: May possess light perception but unable to count fingers at any distance. No consideration given to visual field.

_____ Class "B": A visual acuity of no better than 20/400 in the better eye after correction and/or no better than 5 degrees of visual field.

_____ Class "C": A visual acuity better than 20/400 in the better eye after correction and/or 6 degrees or better of visual field.

Certification:
Name of ophthalmologist/optometrist: ___________________________________



(Type or Print)

Signature of ophthalmologist/optometrist: ______________________________

Address: _______________________________________________________________




(Street)


(City)
(State)
(Phone #)

Date of examination: ___________________

Signature of Superintendent Or Supervisor of instructional program: ___________________________________________ Date: ______________________

NOTE: Signatures must be in ink. This must be an original copy. Photocopies will not be accepted
