
INSPECTOR VISUAL ACUITY RECORD

Structure Inspection Program

Wisconsin Department of Transportation

DT2005     2003   s.84.17 Wis. Stats.

	Name of Inspector/Number

     
	Date

     

	Address

     
	Area Code - Telephone Number - Home

     

	E-Mail Address

     
	Area Code – Telephone Number - Work

     


TO ALL WISDOT BRIDGE INSPECTION TEAM LEADER CERTIFICATION CANDIDATES

Please use the services of an Ophthalmologist, Optometrist, Ophthalmic Technician, Medical Doctor, Registered Nurse, or Certified Physician's Assistant to administer your required eye examination. The examination results are good for 24 months from the date the examination was administered.  Please send the original form completed by the eye examiner to WisDOT and keep a copy for your files.  Every Bridge Inspection Team Leader must be re-examined at the end of the 24-month period and resubmit their examination results to WisDOT in order to remain certified as a Team Leader.

All candidates must pass an eye examination, with or without corrective lenses, to prove near vision acuity on Jaeger J2 at 12–17 inches.  Eye examination results shall be submitted on forms furnished by WisDOT.

WisDOT will not accept a visual acuity record that does not comply with these requirements. Applicants may submit completed visual acuity records to the Statewide Structure Inspection Program Manager at 4802 Sheboygan Ave., Room 601, PO Box 7916, Madison, WI  53707-7916.

TEST RESULTS 

	Candidate Name


	Eye Exam Date


Does the candidate possess near vision acuity of Jaeger J2 (letters 0.37 mm in size) at a distance of 12–17 inches?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 Yes, but with corrective lenses

Does the candidate possess color perception (using pseudoisochromatic plates)?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Does the candidate possess the ability to differentiate between red and green?

 FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 No

Please identify your professional level by checking one of the following:

 FORMCHECKBOX 
 Optometrist      FORMCHECKBOX 
 Medical Doctor      FORMCHECKBOX 
 Ophthalmologist      FORMCHECKBOX 
 Ophthalmic Technician      FORMCHECKBOX 
 R.N.      FORMCHECKBOX 
 P.A.

	Eye Examiner Name
	State License Number



	Professional Address


	City, State, ZIP Code



	Area Code – Telephone Number




I certify that I, the undersigned, administered an eye examination which demonstrated the vision capabilities of the named candidate indicated above.
	
	
	
	

	
	(Eye Examiner Signature)
	
	(Date)
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