“EARLY CHILDHOOD VISION SCREENING” Report Form  
DATE: ________________

PLACE: _____________________________________________________

 CITY: _______________________________________________________

Service Clubs identifying DISTRICT: _____________________________
Sponsoring Service Club : _____________________________________
ROATx Certified Screener: _____________________________________        
ROATx MEMBER#                            TDH DR#:______________________

NUMBER OF CHILDREN SCREENED: ____________________________

NUMBER OF REFERRALS:____________________



LESS THAN 1 YR._______________ A_____B_____C_____D_____E
LESS THAN 2 YR._______________ A_____B_____C_____D_____E
LESS THAN 3 YR._______________ A_____B_____C_____D_____E
LESS THAN 4 YR._______________ A_____B_____C_____D_____E
            REIMBURSMENT FORM FOR TRAVEL EXPENSES

DATE:__________________
MILAGE TRAVELED from home:_______________

GASOLINE EXPENSE:  $______.___ (Allowance 30* cents per mile)
FOOD EXPENSE: $ 15.00 per day

* Adjustments to be made according to prevailing gasoline prices

Please fax to: Registered Opticians Association of Texas @ 512-420-0262

Comments:
