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တၢထ်ၣ်ံ တၢဆှ်ၢခီဆူညါ လံာ်ပရၢ 
ဖိသၣ်အမံၤ- ______________________________ နၤံအၣ်ိဖျဲၣ်- ______________________ 

ဆူ မိၢပ်ၢ/်ပှၤကွၢထ်ွဖိဲသၣ်အအၣ်ိ- 

ပကၠိဟၣ့်လီၤဝဲ တၢထ်ၣ်ံအတၢမ်ၤကွၢ ်ခီဖျိ စူးကါ မံၣ်နၣ်ံစိထၣ်ဆူၣ်ချ�ဝဲၤကျိၤ အတၢန်ၣ်ဲကျဲတဖၣ်လီၤ. 

နဖိအတၢထ်ၣ်ံနၣ့် ဘၣ်တၢမ်ၤကွၢအ်ၤီဖဲ ____________________________________နၣ့်လီၤ. 

 

လၢကသမံသမိးကွၢအ်မဲာ်ချံအဂီၢ ်ဝံသးစူၤ လဲၤကိးဘၣ်နဖိအၤံဆူ မဲာ်ချံကသၣ်ံသရၣ်တဂၤအအၣ်ိတကၢ့.်  

ဟၣ့်လီၤ လံာ်ပရၢအၤံ ဃာု်ဒးီ ကၠိတၢထ်ၣ်ံအတၢမ်ၤကွၢအ်စၢတဖၣ် ဆူမဲာ်ချံကသၣ်ံသရၣ်အၤံတကၢ့.်   

� မဲာ်ချံအထွတဲကပၤ 10/______ (20/_______) မဲာ်ချံအစ့ၣ်တကပၤ 10/______ (20/______) 

လၢတၢထ်ၣ်ံအယံၤအဂီၢ.် 

� နဖိအၤံဖးဝဲ လံာက်ျိၤတဖၣ် လၢလံာ်တိၤဖျါအၤံအပူၤ လၢအသးအနၣ်ံအလါအဂီၢတ်သဘ့ၣ် မ့တမ့ၢ ်

တၢလ်ီၤဆလီိာ်သးလၢ မဲာ်ချအံစ့ၣ်တကပၤတၢထ်ၣ်ံ ဒးီ မဲာ်ချံအထွတဲကပၤတၢထ်ၣ်ံ အဘၢၣ်စၢၤနၣ့် 

အဒၣ်ိနၢ့ဒ်းံ လံာ်ကျိၤတကျိၤ (ပာ်ဃာု်ဒးီ) (တပာ်ဃာု်ဒးီ) မဲာ်ထကံလၤမၤဂ့ၤထၣ်ီတၢထ်ၣ်ံနၣ့်လီၤ.  

� နဖိအၤံအၣ်ိဒးီ တၢဂ့်ၢက်ီ လၢကထၣ်ံဘၣ် တၢလ်ၢအဘးူတဖၣ် (ပာ်ဃာု်ဒးီ မဲာ်ထကံလၤ တၢမ်ၤကွၢ)် 

နၣ့်လီၤ. 

� နဖိအၤံ တဲဖျါထၣ်ီဝဲဒၣ်လၢ တၢအ်ၤံကီခဲလၢကထၣ်ံဘၣ်တၢဂ့်ၤဂ့ၤနၣ့်လီၤ.   

� နဖိအမဲာ်ချံ/တဖၣ် အတၢအ်ၣ်ိဖျါနၣ့် တၢတ်ထၣ်ံည�ီၢုအ်ၤီ လၢဖိသၣ်အါတကၢ့ဘ်ၣ်.  တၢတ်ဲနၢပ်ၢၢတ်ၢ-် 

_________________________________________________________ 

� ဘၣ်သၣ့်သၣ့်ကအၣ်ိဒးီ မဲာ်ချံယုၢည်ၣ်တၢပ်ၢၤသးိလိာသ်း တၢက်ီတၢခဲ်တဖၣ် (မဲာပှ်ၤဖိတဖၣ် 

ကွၢဝဲ်တၢလ်ဲၤသးအကျိၤတကျိၤဃ)ီ ဒးီ တၢထ်ၣ်ံနၢ့တ်ၢအ်ၤံဖဲ တၢမ်ၤကွၢအ်ခါနၣ့်လၤီ 

� မဲာ်ချံအကဘျၣ် (Retinal) တဘၣ်လီၢဘ်ၣ်စး  (တၢက်ပီၤအဂီၤ) ကဲထၣ်ီသးချ�သဒးံလၢအတၢဒ်ၣ်ဝဲ 

� ဖိသၣ်/ဟံၣ်ဖိဃဖိီ အပူၤကွာံ်မဲာ်ချံတၢအ်ၣ်ိသးတဖၣ်. 
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တၢသ်ကံွၢမ့်ၢအ်ၣ်ိဒးီနၤ မ့တမ့ၢ ်လၢကဒးိနၢ့တ်ၢမ်ၤကွၢတ်ခါ လၢမဲာ်ချံတၢအ်းံထွကဲွၢထ်ွ ဲ

ပှၤသပှ့ၤဘၣ်တဂၤအအၣ်ိအဂီၢ ်နမ့ၢလ်ိၣ်ဘၣ်တၢမ်ၤစၢၤနၣ့် ဝံသးစူၤဆးဲကျိးဘၣ်ပှၤတကၢ့.် 

_____________________________________________________________________ 

ဝံသးစူၤမၢ မဲာ်ချံတၢအ်းံထွကဲွၢထ်ွ ဲပှၤသပှ့ၤဘၣ်တဂၤအၤံ မၤပဲှၤ လံာ်တကွီၣ်ဒအိၤံ ဒးီ ဆှၢကၤ့ 

လံာ်တကွီၣ်ဒလိၢတၢမ်ၤပဲှၤအၤီအၤံ ဆူနကၠိတကၢ့.်   
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Health Care Provider, please complete this form.  

Child’s Name: ___________________________ Date of Birth: ______________________ 

School Name: ________________________________ 

Provider comments: 

I have examined this child on_______/_______/_______ 

My findings are: 

Right: 10/_____ (20/______) Left: 10/_____ (20/______) without corrective lenses 

� Insufficient to require treatment 

� Corrective lenses prescribed or there is change in the current prescription. 

� Best Correction:  R______/_______  L______/______ 

� Muscular Condition was not found or insufficient to require treatment 

� Muscular Condition is being treated by corrective lenses or other method 

� There is no significant visual condition that will impact the child’s learning 

� This child has a visual condition that may impact learning.  Recommendations 

include: 

� __________________________________________________________________ 

� Other _____________________________________________________________ 

Child should return for follow up examination on ________________________________ 

Provider Name/Title:  ____________________________________________________ 

Contact Information: _____________________________________________________ 
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Schools nurse or health staff fill out this section below before sending home 

Please have the parent return this form to the school or you can return this to 

School Nurse Name: _____________________________________________________ 

Phone: _______________________________________________________________ 

Address: ______________________________________________________________ 

_____________________________________________________________________

Email: ________________________________________________________________ 

လံာ်တကွီၣ်ဒအိၤံ ဘၣ်တၢဒ်းုအၣိ်ထၣီ်အၤီလၢ MDH ဒသ်းိတၢစူ်းကါအၤီ လၢကၠိတဖၣ်အပူၤနၣ့်လီၤ. 

မံၣ်နၣံ်စိထၣ်ဆူၣ်ချ�ဝဲၤကျိၤ (Minnesota Department of Health) 

ဖိသၣ်ဒးီပှၤလိၣ်ဘ ိတၢသ်မံသမိးတဖၣ ်(Child and Teen Checkups) 

651-201-3650

health.childteencheckups@state.mn.us

www.health.state.mn.us

12/2023 

လၢကမၤနၢ့ ်လံာ်တကွီၣ်ဒအိၤံ လၢကၢ့ဂီ်ၤဒအိဂုၤအဂၤတခါအဂီၢ,် ကိးလီတဲစိ ဆ-ူ 651-201-3650. 
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