
 

 



Region 17 ESC Request for Clinical Low Vision Evaluation 
Low vision evaluation requests to ESC 17 should only be made every three years. 

Please check this box verifying that a clinical low vision evaluation was recommended for this student 
by the ARD Committee and is documented in the ARD minutes dated ____________________________. 

Student Name 
 

Date of Birth 

Parent/Guardian Name 
 

Address 

Parent Mobile Phone City, Zip 
 

Parent Email 
 

School District 

VI Teacher 
 

School Campus 
 

Concerns about Near Vision Skills 

Problems with reading?  Yes   No   Describe:   
 
 
 
Problems with writing?  Yes   No   Describe:   
 
 
 
Problems with technology in the classroom?  Yes   No   Describe: 
 
 
 
Other problems with near vision?  Yes   No   Describe: 
 
 

Concerns about Distance Vision Skills 

Problems with reading the chalkboard/whiteboard?  Yes   No   Describe:   
 
 
 
Problems with writing notes from overhead projector?  Yes   No   Describe: 
 
 
 
Problems with avoiding obstacles when traveling?  Yes   No   Describe:   
 
 
 
Other problems with distance vision?  Yes   No   Describe: 
 
 

 
 

Required Signature of SSA/District Special Education Director:   


