
 
 

Visual  Acuity  Statement – City  of  Hamilton Firefighter  Appl icants  
 
VISION CARE PHYSICIAN: IN ORDER TO DETERMINE FIREFIGHTER VISION STANDARD ELIGIBILITY, IT IS NECESSARY THAT YOU PROVIDE THE FOLLOWING 
INFORMATION. WE ASK THAT YOU PROMPTLY RETURN THIS FORM TO THE CIVIL SERVICE AND PERSONNEL DEPARTMENT. THANK YOU FOR YOUR 
COOPERATION. 

 
Applicant/Patient’s Name:  
 

• Corrected Vision:  Right                        Left                        Both (OU) 
 

• Uncorrected Vision:  R ight                        Left                        Both (OU) 
 

• Vision is  corrected with          contact lenses or          spectacles (please check one)  
 

• If  v is ion is  corrected with contact lenses,  has the patient been a successful  long-term 
wearer  of  contact lenses for  s ix  (6) months WITHOUT a problem?       Yes        No 
 

If  no,  please explain:   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PHYSIC IAN’S CER TIFICATION:  
 
This  visual  acuit y data is  val id  unt i l  (prov ide exp.  date here):    
 
 
Pr inted Name of  Physic ian:                                
 
 
Signature of  Physic ian:                                         Date:  
 
Phys ic ian Phone Number:                                
 
Phys ic ian Fax Number:                                
 
 

PATIENTS OF LASIK OR OTHER VISION CORRECTION SURGERIES NEED THE FOLLOWING 
INFORMATION: 

• Date of Surgery ____________________ 
• Is Correction Needed:          YES       NO 
• Corrected Vision ___________________ 
• Uncorrected Vision _________________ 

 


