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Adult Vision Screening Coversheet

Contact Name: ____________________________________ Phone # ____________________
Name of Organization: __________________________________________________________

Date of Screening Event: ________________________________________________________

Address of Event: ______________________________________________________________
City: ________________________________________ Zip______________________________

County: _____________________________________ Email: ___________________________

Please provide the following to Prevent Blindness Wisconsin: 
· A copy of each Adult Registration form for both referrals and passes (white copy).
· Any follow up information obtained from those individuals who were referred. 

Please mail the above to: 

         Prevent Blindness Wisconsin
         731 North Jackson Street


         Suite 405
 
         Milwaukee, WI  53202

If you have any questions, please feel free to contact Courtney at 
414-765-0505 or Courtney@pbwi.org
[Insert your organization logo here]








