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                          Visual Acuity Testing Record

(This section to be completed by examiner.)
Date of Examination: ____________________
Employee Name (Print legal name): ____________________________
Employee ID #: ________
Corrective Lenses? 







[   ] Yes 
[   ] No 

Bifocals/Progressive lenses? 






[   ] Yes 
[   ] No  
Contact Lenses? [  ] Yes  [  ] No   Are you wearing them for testing? 
[   ] Yes 
[   ] No
Do you use corrective lenses for close work/reading only? 


[   ] Yes 
[   ] No
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Near Visual Acuity:  
(Test: Jaeger Card; J2 or better, measured at a distance of 16 inches or greater;

and, minimum 20/30 required in both eyes.)   
            










 Pass
     Fail
Uncorrected:

Right: _______ Left: _______ Binocular: _______

_____
   _____
Corrected:

Right: _______ Left: _______ Binocular: _______

_____
   _____

-----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------
Color Vision:
____ Number correct out of 24 plates.  (Test:  Ishihara plates (24 plate Edition.)           

Pass                       Fail                
Is able to recognize red, yellow / blue, green? (check-off Pass or Fail.)
            _____
               _____       






Disposition of Eye Testing:
________   Pass all Eye Exam Criteria 
                                  OR  
________   Fail – Provide explanation of failed testing: 
Failed Testing Summary: _______________________________________________________________  __________________________________________________________________________________________I certify that the above named Employee has been evaluated in accordance with PCB Piezotronics, Inc.’s vision testing requirements indicated and has demonstrated the vision capabilities above.

Vision Test Conducted By: 

Print Name / Title / Company Name:_____________________/_________________/____________________

(This document review section to be completed by Human Resource department employee.)
Confirm: 1) above information for accuracy and completion, 2) that PE029 requirement is listed in the PE045 Training Program List (see PE04 process), 3) sign-off document, 4) forward this document to Quality Assurance Manager, and 5) after obtaining Q.A. Mgr. approval: a) update Learning Management System and b) place document in employee personnel folder.    

Completed by (print name):_______________________________________________            Date: ___________________

_____________________________________________________________________________________________________________________________________________________________________________________________________________________
(This examination disposition section to be completed by Q.A. Mgr. (Quality Assurance Manager.)
☐ Passed Examination: complete below name, date, and return to H.R. Department. 
☐ Failed Examination: record containment activity for the employee, and any effected product, process, or service. Complete below name, date, and return to H.R. Department:   _________________________________________________________________________________________              
                                                     _________________________________________________________________________________________      

                                            ________________________________________________________________________________________________

☐ Correction and Acceptance of a Failed Examination: record corrective action (CA) taken for: the employee situation, any contained product or service, and evidence verifying effective implementation of CA): ________________________________________________________________ 

                                                     __________________________________________________________________________________________                    

                                                     __________________________________________________________________________________________
Q.A. Manager (or representative):  _______________________________________________           Date: ____________________




                                  Print Name

Form: PE029 Rev: G 03/10/2021     
    (Completed record shall be stored in Employee’s Personnel File)
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