WakeMed &

Occupational Health & Safety Services
PO Box 14465
Raleigh, NC 27620-4465
919 350-7370
Date:

To Whom It May Concern:

I, , examined employee

, Date of Birth: ,fora

comprehensive eye examination on (date)

Please complete the information below:
e OcularHealth: [INormal 0 Abnormal
o Visual Acuity with correction (if applicable):
o Right Eye: Left Eye:
o Visual Acuity without correction:
o Right Eye: Left Eye:

o Vision correction required while driving:
[1Yes [ONo

Please include a copy of the vision examination findings with this form.

Return this completed form to Occupational Health using one of the following
methods:

e Email: occupationalhealth@wakemed.org

e Fax:919-350-7874

Provider Signature:




