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IntroductionIntroduction
Preparing for a certification exam can feel overwhelming, but with the
right tools, it becomes an opportunity to build confidence, sharpen your
skills, and move one step closer to your goals. At Examzify, we believe
that effective exam preparation isn’t just about memorization, it’s about
understanding the material, identifying knowledge gaps, and building
the test-taking strategies that lead to success.

This guide was designed to help you do exactly that.

Whether you’re preparing for a licensing exam, professional
certification, or entry-level qualification, this book offers structured
practice to reinforce key concepts. You’ll find a wide range of
multiple-choice questions, each followed by clear explanations to help
you understand not just the right answer, but why it’s correct.

The content in this guide is based on real-world exam objectives and
aligned with the types of questions and topics commonly found on
official tests. It’s ideal for learners who want to:

• Practice answering questions under realistic conditions,
• Improve accuracy and speed,
• Review explanations to strengthen weak areas, and
• Approach the exam with greater confidence.

We recommend using this book not as a stand-alone study tool, but
alongside other resources like flashcards, textbooks, or hands-on
training. For best results, we recommend working through each
question, reflecting on the explanation provided, and revisiting the
topics that challenge you most.

Remember: successful test preparation isn’t about getting every question
right the first time, it’s about learning from your mistakes and improving
over time. Stay focused, trust the process, and know that every page you
turn brings you closer to success.

Let’s begin.

Sample study guide, visit https://introtovisionrehab.examzify.com
for the full version with hundreds of practice questions 3

SA
M

PLE



How to Use This GuideHow to Use This Guide
This guide is designed to help you study more effectively and approach
your exam with confidence. Whether you're reviewing for the first time
or doing a final refresh, here’s how to get the most out of your Examzify
study guide:
1. Start with a Diagnostic Review

Skim through the questions to get a sense of what you know and what
you need to focus on. Your goal is to identify knowledge gaps early.
2. Study in Short, Focused Sessions

Break your study time into manageable blocks (e.g. 30 – 45 minutes).
Review a handful of questions, reflect on the explanations.
3. Learn from the Explanations

After answering a question, always read the explanation, even if you got
it right. It reinforces key points, corrects misunderstandings, and
teaches subtle distinctions between similar answers.
4. Track Your Progress

Use bookmarks or notes (if reading digitally) to mark difficult questions.
Revisit these regularly and track improvements over time.
5. Simulate the Real Exam

Once you're comfortable, try taking a full set of questions without
pausing. Set a timer and simulate test-day conditions to build confidence
and time management skills.
6. Repeat and Review

Don’t just study once, repetition builds retention. Re-attempt questions
after a few days and revisit explanations to reinforce learning. Pair this
guide with other Examzify tools like flashcards, and digital practice tests
to strengthen your preparation across formats.

There’s no single right way to study, but consistent, thoughtful effort
always wins. Use this guide flexibly, adapt the tips above to fit your pace
and learning style. You've got this!
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Questions
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1. For near visual acuity, 1M is twice as big as which
notation?
A. 0.5
B. 4M
C. 2M
D. 1M

2. How should we direct our case history with a low vision
exam?
A. Ask only general questions
B. Avoid mentioning diagnosis
C. Be specific towards type of vision loss/diagnosis, should

define visual goals
D. Only discuss cost

3. True or False: With the ETDRS chart, there is a constant
increment of size increase regardless of testing distance.
A. True
B. False
C. Not applicable
D. Both

4. If you have a Feinbloom chart at 10 ft and the patient can’t
read the next line, what is the next step?
A. Move Closer; If Moving Closer Than 5 Feet, Consider Larger

Characters
B. Move Farther Away
C. Switch to a Chart With Smaller Characters
D. Conclude Testing

5. Which statement describes common psychosocial
symptoms associated with vision loss?
A. Improved mood and energy
B. Feeling of loss; fear of loss and fact of loss create social and

psychological problems
C. No change in social interactions
D. Increased appetite
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6. How should the final prescription be written when back
vertex power differs from the trial-frame powers?
A. from the individual lens powers
B. from front vertex power
C. from resultant back vertex power
D. from subjective refinement

7. Which symptom would suggest peripheral retina issues?
A. Photophobia
B. Color vision deficiency
C. Loss of central acuity
D. Night blindness and night vision problems

8. Which term best describes the issue of blurred vision in
vision rehabilitation terminology?
A. Reduced acuity
B. Hazy, faded vision
C. Reduced contrast sensitivity and glare sensitivity
D. Myopia

9. When collecting case history regarding reading material
for a patient who uses a computer, which items are
appropriate to ask about?
A. Type of computer, screen size, computer glasses, accessibility

features used, keyboarding skills, amount of time spent on the
computer, and type of reading and lighting material used

B. Favorite foods, exercise routine, and sleep quality
C. Hair color, preferred music genre, and vacation history
D. Brand of coffee and preferred programming language

10. If we see nystagmus, what type of astigmatism should we
expect?
A. WTR
B. ATR
C. Oblique
D. No astigmatism
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Answers
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1. A
2. C
3. A
4. A
5. B
6. C
7. D
8. A
9. A
10. A

Sample study guide, visit https://introtovisionrehab.examzify.com
for the full version with hundreds of practice questions 9

SA
M

PLE



Explanations
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1. For near visual acuity, 1M is twice as big as which
notation?
A. 0.5
B. 4M
C. 2M
D. 1M

Near vision acuity uses M notation, where letter size is expressed in powers of two: 0.5 M,
1 M, 2 M, 4 M, and so on. Bigger M means bigger print. Since 1 M is a standard size, it is
twice as large as 0.5 M. Therefore, 1 M is twice as big as 0.5 M. The other options
represent equal or larger sizes, not half the size of 1 M.

2. How should we direct our case history with a low vision
exam?
A. Ask only general questions
B. Avoid mentioning diagnosis
C. Be specific towards type of vision loss/diagnosis, should

define visual goals
D. Only discuss cost

Directing the case history around the specific type of vision loss and clear visual goals
gives you the information needed to tailor rehabilitation effectively. Knowing the
diagnosis helps you anticipate which tasks will be most challenging and which strategies
or devices are likely to help, whether the issue is central vision loss that makes reading
hard, peripheral field loss that affects mobility, or another pattern with its own
implications. This focus also guides how you shape the conversation: you’ll probe how the
vision loss limits daily activities, what tasks the patient wants to do independently, and
what environmental factors (lighting, glare, contrast) matter most.  Defining visual goals
early makes the visit patient-centered and action-oriented. Instead of only listing
symptoms, you identify concrete objectives like “read a menu in low light without
squinting” or “navigate the home safely at night with less reliance on a caregiver.” Those
goals steer decisions about assessment questions, possible low-vision devices, training
approaches, and training in strategies that align with the patient’s daily life. It also
provides a measurable framework to track progress over time.  In contrast, asking only
general questions misses the specifics that determine which interventions will help and
how to measure success. Avoiding the diagnosis can limit understanding of prognosis and
appropriate device or therapy choices, and focusing on cost too early shifts attention
away from meaningful functional outcomes.
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3. True or False: With the ETDRS chart, there is a constant
increment of size increase regardless of testing distance.
A. True
B. False
C. Not applicable
D. Both

The main idea is that the ETDRS chart uses a logMAR scale with equal steps between
lines. Each line is 0.1 logMAR larger than the one before, which translates to a fixed,
proportional increase in letter size and difficulty. Because logMAR measures angular
resolution, those steps are defined in perceptual terms, not in fixed physical sizes. The
chart is designed to be used at a standard testing distance (typically 4 meters), so the
size progression matches the intended angular sizes at that distance. Therefore, there is
a constant increment in the difficulty from line to line, independent of distance, as long
as you test at the chart’s standard distance. If distance were changed without adjusting
size, the angular size would shift and the step relationships wouldn’t hold as intended.

4. If you have a Feinbloom chart at 10 ft and the patient can’t
read the next line, what is the next step?
A. Move Closer; If Moving Closer Than 5 Feet, Consider Larger

Characters
B. Move Farther Away
C. Switch to a Chart With Smaller Characters
D. Conclude Testing

When testing distance vision with a Feinbloom chart, you want to find the largest line the
patient can read at a given distance. If the patient can’t read the next smaller line at 10
feet, the next step is to move closer so the letters occupy a larger visual angle and
become easier to discern. This adjustment helps you determine the patient’s readable
threshold without changing the chart size, giving a practical measure of distance vision
with low-vision aids in mind.  If you discover you’d have to move closer than five feet to
read a line, switch to a chart with larger characters. That keeps testing feasible and
meaningful at a safer, more comfortable distance while still capturing the patient’s
functional acuity. Moving farther away or choosing a smaller-print chart wouldn’t aid
someone with reduced vision, and you’d prematurely conclude testing without identifying
the usable line.
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5. Which statement describes common psychosocial
symptoms associated with vision loss?
A. Improved mood and energy
B. Feeling of loss; fear of loss and fact of loss create social and

psychological problems
C. No change in social interactions
D. Increased appetite

When people lose vision, they often go through an emotional and social adjustment
process. A common pattern is grieving the loss of sight, along with fear about further
loss or decline, and the tangible changes this brings to daily life. Those feelings and
changes can lead to social withdrawal, anxiety, and mood problems, creating noticeable
social and psychological challenges. This description matches what many individuals
experience during adaptation to vision impairment.  Other options don’t fit because they
describe outcomes that aren’t typical with vision loss: improvement in mood and energy
is unusual in this context; no change in social interactions ignores the common impact
on participation and relationships; and increased appetite is not a characteristic
psychosocial symptom associated with losing vision.

6. How should the final prescription be written when back
vertex power differs from the trial-frame powers?
A. from the individual lens powers
B. from front vertex power
C. from resultant back vertex power
D. from subjective refinement

The main idea is that the distance between the eyes and the spectacle lenses changes the
effective power of the correction. The final prescription must reflect the back vertex
power—the power at the back surface of the lenses as it sits in front of the eye—because
that is the power the retina actually experiences when the glasses are worn. When the
back vertex power differs from what the trial frame shows, you convert to the back vertex
power so the lenses placed in front of the eyes deliver the correct refraction.  This
conversion accounts for the vertex distance (the gap between the cornea and the lens).
The trial-frame powers are recorded at the frame’s vertex, but the final glasses sit at a
specific back vertex distance. By determining the resultant back vertex power, you ensure
the patient gets the intended correction through the lenses. For example, a trial-frame
power of a certain diopter value at a given vertex distance may translate to a slightly
different power at the back of the lens; the prescription would then be written to match
that back vertex value.  Using the individual lens powers without adjusting for vertex
effects, or selecting the front surface power, would not reflect what reaches the eye.
Relying on subjective refinement alone also misses the objective correction needed at the
retina. The appropriate approach is to base the final prescription on the resultant back
vertex power after accounting for vertex distance.
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7. Which symptom would suggest peripheral retina issues?
A. Photophobia
B. Color vision deficiency
C. Loss of central acuity
D. Night blindness and night vision problems

Rods, which drive night vision, are concentrated mainly in the peripheral retina. When
the peripheral retina is affected, trouble seeing in low light (night blindness) and
problems with night vision arise because rod function is impaired. Central vision and
color perception rely more on cones in the central retina (the fovea), so issues here show
up as loss of sharp central vision or color vision deficiencies rather than peripheral night
vision problems. Photophobia can occur for various eye conditions and isn’t specific to
peripheral retinal disease, so it’s less informative about the location of retinal
dysfunction. Therefore, night blindness and night vision problems best indicate
peripheral retina involvement.

8. Which term best describes the issue of blurred vision in
vision rehabilitation terminology?
A. Reduced acuity
B. Hazy, faded vision
C. Reduced contrast sensitivity and glare sensitivity
D. Myopia

Blurred vision is described in vision rehabilitation terminology as reduced acuity. Visual
acuity specifically refers to how sharp or clear details appear, usually measured with
standardized charts. When vision is blurred, fine details can’t be resolved, so acuity is
reduced. This descriptor is the standard way clinicians document the experience of blur
and it guides decisions about appropriate magnification, correction, or other
interventions.  Other phrases describe different aspects. Hazy, faded vision talks about
overall quality rather than the sharpness of detail. Reduced contrast sensitivity and glare
sensitivity refer to the ability to distinguish between similar shades or tolerate bright
light, which are separate from the basic measure of sharpness. Myopia is a specific
refractive error that causes distance blur when uncorrected, but it denotes a condition
rather than the general symptom of blurred vision.
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9. When collecting case history regarding reading material
for a patient who uses a computer, which items are
appropriate to ask about?
A. Type of computer, screen size, computer glasses, accessibility

features used, keyboarding skills, amount of time spent on the
computer, and type of reading and lighting material used

B. Favorite foods, exercise routine, and sleep quality
C. Hair color, preferred music genre, and vacation history
D. Brand of coffee and preferred programming language

When gathering a case history about reading material for a patient who uses a computer,
you’re focusing on how they interact with text across digital and printed formats, the
devices and display settings they rely on, and their reading environment. Knowing the
type of computer and screen size helps tailor font size, contrast, and glare management,
while computer glasses address the specific working distance and optical demands of
sustained screen viewing. Accessibility features used—such as magnification,
high-contrast modes, screen readers, or zoom—directly influence how reading tasks are
performed and guide which assistive technologies might be most helpful. Keyboarding
skills inform navigation, text input, and overall endurance during reading and related
activities. The amount of time spent on the computer indicates potential visual fatigue,
dry-eye risk, and the need for breaks or ocular lubrication strategies. Finally, the type of
reading and lighting material used reveals content complexity, print size, and lighting
conditions, which affect reading comfort and what adjustments to lighting and display
settings may be needed.  The other options include personal attributes or preferences
(foods, exercise, sleep; hair color, music, vacations) that don’t inform reading
performance or vision rehabilitation planning for someone who reads on a computer, so
they’re not useful for shaping the case history in this context.

10. If we see nystagmus, what type of astigmatism should we
expect?
A. WTR
B. ATR
C. Oblique
D. No astigmatism

Nystagmus in early development is often accompanied by refractive errors, including
astigmatism. In infants and young children, the most common astigmatism pattern is
with-the-rule, where the vertical meridian is steeper. This orientation tends to be the
typical astigmatic pattern seen alongside congenital nystagmus, reflecting how the eye’s
refractive surfaces develop in early life. Therefore, you would expect with-the-rule
astigmatism. The other patterns—against-the-rule or oblique—are less commonly
associated in this context, and having no astigmatism would not account for the presence
of nystagmus with a refractive error.
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Next StepsNext Steps
Congratulations on reaching the final section of this guide. You've taken
a meaningful step toward passing your certification exam and advancing
your career.

As you continue preparing, remember that consistent practice, review,
and self-reflection are key to success. Make time to revisit difficult
topics, simulate exam conditions, and track your progress along the way.

If you need help, have suggestions, or want to share feedback, we’d love
to hear from you. Reach out to our team at hello@examzify.com.

Or visit your dedicated course page for more study tools and resources:

https://introtovisionrehab.examzify.com

We wish you the very best on your exam journey. You've got this!
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