
V. CERTIFICATION OF VISUAL STATUS


Must be completed by an ophthalmologist, optometrist, physician, agency executive serving the blind or other competent authority. THE ENTITY COMPLETING AND SIGNING MUST MAIL THIS FORM DIRECTLY TO THE FLORIDA COUNCIL OF THE BLIND. 

This is to certify that: ___________________________________ is known to me and is legally blind. The entity certifying the applicant’s vision status MUST COMPLETE ALL FIELDS and mail this form in a separate envelope to the address below.

Cause of Visual Impairment: ____________________________

Visual Acuity: Right eye: ____________ Left eye: ____________ 

Visual Field (if applicable): _______________________________

Name: ______________________________________________

Title: ________________________________________________

Address: ____________________________________________

City/State/Zip: ________________________________________

Telephone number: ____________________________________

Signature: ______________________ Date: ________________


Mail the CERTIFICATION OF VISUAL STATUS by March 31, 2012 to:

Florida Council of the Blind, Inc.

c/o Wanda L. Stokley
111 Ponce De Leon
Tallahassee, FL  32305-3403

850-309-0821 or wandastokley@centurylink.net
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