California State University, Sacramento

Services to Students with Disabilities

6000 J Street, Sacramento, California 95819-6042 ♦ (916) 278-6955 ♦ (916) 278-7825 FAX ♦ (916) 278-7239 TDD

Ophthalmological Certification Form 

(To be completed only by an Optometrist or a M.D. specializing in Ophthalmology)
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5.  Ophthalmoscopic Findings:

6. Describe briefly functional limitations, e.g. inability to see writing on a chalkboard or looking through a microscope:

7. Treatment and ongoing care recommended, e.g. medications:
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*If additional space is needed please attach extra paper.

The office of Services to Students with Disabilities at California State University, Sacramento reserves the right to make final determination concerning the eligibility and continuation of services.







