
COASTAL CAROLINA COMMUNITY COLLEGE 
444 WESTERN BOULEVARD 

JACKSONVILLE, NC  285466877 

EYE EXAMINATION FORM 

Patient’s Name:  __________________________________________________________________ 
Last  First  M.I. 

Address:  __________________________________________________________          _________ 
Street/P.O. Box  City  State  Zip Code 

Home Phone:     (____)___________________________  Date of Birth:  ____/____/____ 

VISUAL ACUITY: 

COLOR BLINDNESS: ______________________________ 

SIGNATURE: _________________________________________       DATE:  ____/_____/_____ 
M.D./O.D. 

6792 DER 
Revised:  11/10/06


