

Overlay Screening Report


Name
_______________________


Student No.
____________________

D.O.B.
_______________________


Learning Style   ___________________

Course
_______________________


Course Code
_____________________

Personal Tutor
_____________________


Screening Conducted by: 
_____________________________

Date
_______________

Important: Screening for Intuitive Overlays only applies to those with perfect, or corrected, vision. It is recommended that the student undergoes examination by an eye-care professional (e.g. ophthalmic optician, orthoptist, ophthalmologist) to check for the health of the eyes.


Student aware:
Yes    

No        
Student Initials  _______________


Registered with optometrist:   
Yes    


 No
 Vision: 

Perfect 

Corrected
 
Other

Is your optometrist aware that you have reading difficulties? 

Yes    
    
No


Has your optometrist prescribed exercises for binocular vision? 
Yes    
    
No



Have you been assessed for  dyslexia/dyslexic tendencies? 


Yes    
    
No

Don’t know   


If ‘Yes’  what was the result? 


Positive     
    Negative

Don’t know   
      

When were you tested?
_______________________


After you have been reading for a while, do the words, or letters, do anything different?


Yes    
    
No


If Yes, please give details:
   ______________________________________________


Do you find it easier to read things written on a coloured background, than those on a white  background?


Yes    
    
  No



Have you been issued with coloured overlays/lenses to help reading in the past?


Yes    
    
  No


If Yes, what colour/s?

____________________________


Do you have difficulties reading: 


Words


Numbers


Sheet Music


   


Working at Computer


Do you have difficulties:






Judging Distances






Catching Objects








Walking down stairs


Do you suffer from migraines? 


Yes    
    
  No


Does anyone in your family suffer from migraines? 


Yes    
    
  No


IF YES, please say who (e.g. mother, paternal uncle etc)_________________________


Does/did anyone in your family have reading problems when they were at school? 


Yes    
    
  No


IF YES, please say who (e.g. mother, uncle)__________________________________________



 Proceed to Intuitive Overlay Assessment Sheet:

Number of positive indicators using white page

________

Number of positive indicators using Single Overlay
________

Number of positive indicators using Double Overlay
________


Colour of Single Overlay




________

Colour of Double Overlay (if needed)


________


Checked for consistency: 
Yes    
    
  No


Colour if different:


_______________


Proceed to Wilkins Rate of Reading Test:

Can student read large text: 

Yes    
    
  No


Version A (with Overlay)
 Overlay colour  _______     
Words per minute  _______

Version  B (without Overlay)
                

Words per minute  _______

Version C (without Overlay)

              
Words per minute  _______


Version D (with Overlay)
 Overlay colour  _______     
Words per minute  _______

Average Words per minute (with Overlay)
________

Average Words per minute (without Overlay)
________

Percentage difference



________


Bangor Dyslexia Test Scores (optional):


[image: image1.wmf]
Positive Indicators  (out of 10):

_________

Positive Indicators (out of 7)*

_________

(*Mean subjects with dyslexia  =  4.87
Mean control subjects = 2.05)



Specialist Requirements:




Single Overlay



ordered


issued




Double Overlays



ordered


issued




Dyslexia Assessment



Review of on-course support  

Request Exam Considerations:

Use of Overlays
 Large Print Text

Important: Exam considerations cannot be guaranteed. They are subject to meeting the criteria of the relevant examination board, and are subject to deadlines. Further evidence may be required. For further considerations (i.e. extra time, use of reader etc.) a dyslexia assessment, and attendance at dyslexia support sessions will be required.


Student aware:
Yes    

No        
Student  Initials  _______________




Lift Access



 
Reviews

Signature of Screener
______________________

Date
____________

    To be reviewed:   ____________


This form was designed by the Student Support Service, SE Essex Regional College. It may be photocopied

Background Information:





Future Action Required








         	  


Student Name:  ________________________________








Address	__________________________________





__________________________________





__________________________________


		


__________________________________


	


__________________________________
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