lowa KidSight

Forms Packet

Current forms are also available at:
www.lowaKidSight.org




List of Forms:

English Screening Forms:
iIScreen (digital) Consent Form
Informational Brochure (2 pages — please copy back-to-back & tri-fold)

Spanish Screening Forms:
IScreen (digital) Consent Form
Informational Brochure (2 pages — please copy back-to-back & tri-fold)

Screening Cover Sheet

For further information about lowa KidSight, please contact:

lowa KidSight
Department of Ophthalmology & Visual Sciences
University of lowa Stead Family Children’s Hospital
2431 Coral Court #5
Coralville, lowa 52241
(319) 353-7616
FAX (319) 467-5091
E-mail: kidsight@uiowa.edu
www.iowakidsight.org




Stead Family lowa KidSight
Children’s Hospital

HEALTH CARE Consent Form

Date of Screening: #

Has this child seen an eye doctor within the last year? [ No [l Yes
(If yes, please continue appointments with your child's eye doctor.

Free vision screening will be offered to children by a local Lions Club. Screenings are in conjunction with lowa
KidSight, in the Department of Ophthalmology and Visual Sciences at the University of lowa Stead Family
Children’s Hospital. Vision screening produces images of a child’s eyes to determine the presence of eye
disorders: far- and near-sightedness, astigmatism, anisometropia (unequal refractive power), strabismus
(misaligned eyes), and media opacities (e.g., cataracts). No physical contact is made with a child and no eye
drops are used during the vision screening. This screening is approximately 85-90% effective in detecting
problems that can cause reduced vision.

Participation is voluntary. This screening is designed for children 6 months of age through Kindergarten.
Children who are younger than 6-months old will not be screened. The images will not be evaluated without a
signed and completed consent form. Each individual child needs their own consent form. If you have
guestions, please contact: lowa KidSight, 2431 Coral Court #5, Coralville, lowa 52241, Phone: 319-353-7616
or email: kidsight@uiowa.edu.

Please print or type the information below:

Child’s First Name Last Name
Female Male Other Child’s Date of Birth / / Child’s Age
(MM/DDIYY)
Race/Ethnicity: []American Indian []Alaska Native [lAsian [IBlack or African American
[IHispanic or Latino [1Pacific Islander =~ [IWhite or Caucasian L1Other

Parent’s Name

Address City Zip

Cell Phone ( ) Other Phone ( )

E-mail address

I, the undersigned, hereby give permission for my child, , to
participate in the screening event. | understand the following regarding this program:

1. The information obtained from this screening is preliminary only and does not constitute a diagnosis of vision problems.

2. | will be contacted with the results of the screening through lowa KidSight at the University of lowa Stead Family Children’s Hospital,
or through my child's site of screening. | may be contacted regarding follow-up for vision referral by lowa KidSight staff.

3. This screening result may satisfy the requirement for vision screening upon entry to kindergarten, and may be recorded in the lowa
Immunization Registry.

4. 1 am responsible for arranging a full eye examination with a doctor of my choosing if my child has been referred as a result of the
vision screening. lowa KidSight recommends a dilated eye examination.

5. The results of your child’s eye examination will be shared with lowa KidSight as a means to help evaluate the screening program’s
effectiveness.

6. lowa KidSight will maintain the confidentiality of all records and results.

7. 1 will not hold the Lions Club and its volunteers, Lions Clubs organizations, University of lowa Stead Family Children’s Hospital, or
affiliates, accountable for any errors of commission, omission or other misdiagnosis. There are no foreseeable risks to participating
in the lowa KidSight vision screening.

Revised 6.2024 Signature of Parent or Guardian Date






|IOWA KIDSIGHT

ISMADEPOSSIBLE WITH
SUPPORT FROM:

lowa Lions Foundation

lowa Department of Public Health

Whirlpool-Amana Operations
lowa Optometric Association

Department of Ophthalmology
and Visual Sciences,
University of lowa Stead
Family Children’s Hospital

Individual lowa Lions Clubs and
Members

Various community foundations
throughout lowa

WHO DO | CONTACT TO HAVE
MY CHILD PARTICIPATE IN
THIS FREE VISION

SCREENING PROGRAM?

If you are not aware of a screening
already scheduled in your area, contact
your local Lions Club, or the lowa
KidSight office:

lowa KidSight
Department of Ophthalmology
and Visual Sciences
University of lowa Stead Family
Children’s Hospital
2431 Coral Court #5
Coralville, 1A 52241
Phone: 319-353-7616
Email: KidSight@uiowa.edu
Or visit us at: www.lowaKidSight.org

lowa KidSight

HEALTH CARE

Stead Family
Children’s Hospital

VISION SCREENING WILL BE
CONDUCTED AT:

ON:

PARENTS MUST COMPLETE A
CONSENT FORM PRIOR TO A
SCREENING BEING CONDUCTED.

lowA KIDSIGHT

FREE VISION SCREENING
FOR YOUNG CHILDREN

A JOINT PROJECT OF
THE LIONS CLUBS OF IOWA
AND THE DEPARTMENT OF

OPHTHALMOLOGY AND
VISUAL SCIENCES AT
THE UNIVERSITY OF IOWA

STEAD FAMILY
CHILDREN’S HOSPITAL.

VISION SCREENING
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Stead Family KidSight de lowa

Children’s Hospital

HEALTH CARE Formulario de Consentimiento

Fecha del Examen Preliminar: #

¢ Este nifio(a) ha sido visto por un oftalmélogo el afio pasado? [1 No [ Si

En caso afirmativo, continuar con las citas con su médico de los ojos.

El Club de los Leones local de su comunidad ofrece un examen preliminar de la vista gratis a los nifios. Los
examenes se hacen conjuntamante con KidSight de lowa, un proyecto auspiciado por el Departamento de
Oftalmologia y Ciencias Visuales del Hospital de Nifios de la Universidad de lowa Stead Familia. Mediante el examen
preliminar se obtienen fotos instantdneas de los ojos de su hijo para poder ver si él tiene algun problema visual, tal
como miopia o hipertropia, astigmatismo, anisometropia (refraccién desigual de ojo a 0jo), estrabismo (bizquera), u
opacidad central (por ejemplo, cataratas). Durante el examen preliminar no habra contacto fisico con su hijo o hija, no
se le pondran gotas en los ojos. Por medio del examen se descubren del 85%- 90% de los problemas que pueden
resultar en deterioro de la vista.

Su participacién en este proyecto es voluntaria. Este examen esta disefiado para nifios de 6 meses de edad a través de
Kindergarten. Nifio(a)s que son menores de 6-meses no seran examinados. Las imagenes no seran evaluadas sin un
formulario de consentimiento firmado y completado. Si usted tiene alguna pregunta, llam por favor a KidSight de lowa,
2431 Coral Court #5, Coralville, IA 52241, 0 319-353-7616 o kidsight@uiowa.edu.

Favor de escribir con letra de imprenta la informacién requerida abajo:

Nombre Completo del Nifio o Nifia:

Primer Nombre Apellido

¢Nifio? ¢Nifa? Fecha de Nacimiento / / Edad
MES DIA ANO

Race/Ethnicity: DAmerican Indian |:|Alaska Native |:|Asian D Black or African American
|:|Hispanic or Latino |:|Pacific Islander DWhite or Caucasian |:|Other

Nombre Completo del Padre o de la Madre

Direccion: Calle y Namero Ciudad Cdédigo Postal

Teléfono del trabajo ( ) Otro teléfono ( )

Direccion del Correo-Electronico

Yo, el abajo-firmante, doy permiso mediante este formulario para que mi nifio o nifia, ,
participe en el examen preliminar. Entiendo lo siguiente con relacion a este programa:

1. La informacion que se obtenga en este examen es soélo preliminar y no constituye diagndstico de problemas visuales.

2. KidSight de lowa, del Hospital de Nifios de la Universidad de lowa Stead Familia o el proveedor de servicios de salud que ayudo a
obtener el examen, me comunicara los resultados del mismo. Puede que el personal de KidSight de lowa del Hospital de Nifios de la
Universidad de lowa Stead Familia, me llame por teléfono en cuanto al seguimiento del examen para la vista.

3. Los resultados del examen podrian satisfacer los requerimientos para el examen de la vista cuando entran en kindergarten, y podria
ser incluido en el Registro de Inmunizacion.

4. En caso de que mi nifio(a) sea referido por causa de los resultados del examen preliminar, seré responsable por obtener un examen
completo de la vista con un oculista que yo escoja. KidSight de lowa recomienda un examen con los ojos dilatados.

5. Para poder evaluar la efectividad del programa, los resultados de su nifio(a) del examen de la vista estaran a la disposicion de
KidSight de lowa.

6. KidSight de lowa mantendra la confidencialidad de todos los resultados y expedientes.

7. No haré responsables al Lions Club y sus voluntarios, las organizaciones de Lions Clubs o a los Hospital de Nifios de la Universidad
de lowa Stead Familia por errores de omision, comisién o diagnéstico. Participacion en el examen preliminar de KidSight de lowa
no acarrea riesgos predecibles.

Firma del Padre o Encargado Fecha
Revisado 6-2024






KIDSIGHT DE lowA
EsS POSIBLE CON EL APOYO DE:

Fundacion de los Leones de lowa
Departmento de la Salud Publica

La Associacion de Optometristas
de lowa

Hospital de Ninos de la Univer-
sidad de lowa Stead Familia
Departamento de Oftalmologia y
Ciencias Visuales

Club de los Leones individuales y
sus Miembros

Operaciones de Whirlpool -
Amana

Varias fundaciones comunitarias
en todo lowa

Miembros de la Academia de
Oftalmologos de lowa

¢A QUIEN DEBO CONTACTAR
PARA QUE MI HIJO(A) PARTICIPE
EN ESTE GRATUITO PROGRAMA
PARA LA REVISION DE LA VISTA?

Si usted no sabe de una revision que
ya este programada en su area, pon-
gase en contacto con su Club de los
Leones local, o con la oficina de Kid-
Sight of lowa:

lowa KidSight
Department of Ophthalmology and
Visual Sciences
at the University of lowa Stead
Family Children's Hospital

2431 Coral Court #5
Coralville, 1A 52241
Telefono: 319-353-7616
Correo Electronico:
KidSight@uiowa.edu
O visite nuestra pagina a:
www.lowaKidSight.org

£

A lowa KidSight i\

HEALTH CARE

Stead Family
Children’s Hospital

LA REVISION DE LA VISTA
SERA ACABO EN:

EL:

LOS PADRES DEBEN DE REGRESAR
UNA FORMA DE CONSENTIMIENTO AN-
TES QUE LA REVISION SEA REALIZADA.
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KIDSIGHT DE IOWA

REVISION DE LA VISTA
GRATUITA PARA NINO(A)S
PEQUENOS

ESTE ES UN PROYECTO UNIDO
DEL CLUB DE LOS LEONES DE
IOWA'Y DEPARTAMENTO DE
OFTALMOLOGIA'Y CIENCIAS
VISUALES Y DEL HOSPITAL DE
NINOS DE LA UNIVERSIDAD DE
IOWA STEAD FAMILIA
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HEALTH CARE | S oseit! Screening Cover Sheet

lowa KidSight

Stead Family

PLEASE COMPLETE ALL SECTIONS
RESET FORM

A. Screening Site Information:

1. Type of Screening (please X which type)

Child Care Center WIC/ Public Health Preschool AEA #
Advertised Kindergarten Roundup Head Start Other
2. Date of Screening: Starting time: Finishing time:

3. Screening Site Name:

Cl

Name entered in iScreen:

Contact Person:

(contact’s name) (title) (phone number)
Address:

. Indicate where Results are to be returned (please X location), and where letter and

Summary are to be sent:

Directly to the parents home.
Screening site location to be distributed by Screening Site Person. List address if different.

(name) (address) (city) (state) (zip code)

Collaborative Contact, if any, who should receive result letter and Result Summary (AEA, School
Nurse, etc.):

(name) (address) (city) (state) (zip code)

. Preliminary Screening Results:

1. Total number of children screened:

2. Length of screening (in minutes):

3. iScreen digital device serial number:

Reporting Information:
Lions Club Contact Information (where result letter should be sent):

1. Name:

N

. Address:

(street) (city) (zip code)
Telephone number:

Email address:

Club name: Lions District:

Photographer:

Recorder:

Supervisor in attendance, if any:

© ® N O RO

Other adult(s) present in screening room:

Club Contact: Send all Consent Forms and this Screening Cover Sheet as soon as possible
(within 1-2 days of the screening date) to:

lowa KidSight, 2431 Coral Court #5, Coralville, lowa 52241 Revised 5-2024
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