North Central ESD Migrant Health SPOT Vision Screener Use Form

Borrower Name:	_______________________________      Borrower Training Confirmed
Email Address:		____________________________________________________________ 
Contact Phone: 	____________________________________________________________
School District/Agency: __________________________________________________________
Screening Event Date(s):  	______________________________________________________
Screening Event Location:	______________________________________________________
Unit #:     1      2
Check Out:	Date: ______________________   Time: ______________
Check In:  	Date: ______________________   Time: ______________
Pick Up By:	__________________________________________________________________
Equipment Request:
· [bookmark: _GoBack]SPOT Vision Screener / Thumb drive / Carrying Case 
· WA State Vision Kit
RETURN DOCUMENTATION
___________________________________________________________________________

· Returned By: ______________________________  Return Date: ____________________
· All Equipment Returned
· Total Youth Screened: ______________________
· Total Migrant Youth Screened: _______________
· Total Migrant Youth Referred: ________________
· Migrant Youth Screening Data to Migrant Health Coordinator: ________________________
· Unit Data Purged
· Thumb drive Purged
Equipment/Use Notes: _____________________________________________________________________________
____ _________________________________________________________________________
______________________________________________________________________________
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