INTRODUCTION TO
VISION
REHABILITATION
PRACTICE TEST
(SAMPLE)

STUDY GUIDE

VISIT US ONLINE FOR
THE FULL VERSION STUDY GUIDE
https://introtovisionrehab.examzify.com




Copyright © 2026 by Examzify - A Kaluba Technologies Inc. product.

ALL RIGHTS RESERVED.

No part of this book may be reproduced or transferred in any form or by any means, graphic,
electronic, or mechanical, including photocopying, recording, web distribution, taping, or by any
information storage retrieval system, without the written permission of the author.

Notice: Examzify makes every reasonable effort to obtain accurate, complete, and timely
information about this product from reliable sources.




Table of Contents

070 )7/ T |1 1
Table of CONtENTS ... 2
INtrodUCtion .. 3
How to Use This GUIAE ... 4
QUESTIONS ..o 5
AN WIS e 8
EXPlanations ... 10

N Xt S P S oo e 16




Introduction

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



How 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




1. If JND is 0.75 D, what is the cylinder power for a patient with 10/100
vision?
A.0.75
B.1.25
C.1.75
D. 1.50

2. For a monocular patient, which question would you not ask?
A. Do you rely on one eye for most tasks?
B. Do you experience diplopia?
C. Do you have trouble with depth perception?
D. Do you experience night vision changes?

3. How do you measure near visual acuity?
A. Denominator At The Test Distance
B. Numerator At The Test Distance (same units as denominator)
C. Use The Patient's Age To Scale
D. Use A Different Distance For Numerator

4. Why can retinoscopy be difficult in the low vision clinic?

A. Media opacities, pupil abnormalities, nystagmus, and high refractive errors
making reflex difficult

B. Only media opacities
C. Pupil abnormalities only
D. Nystagmus only

5. When documenting visual acuity in VR, what information needs to be
included?

A. Chart used, lighting, testing distance, eccentric viewing (position, steadiness),
and null point in nystagmus

B. Chart used only
C. Lighting only
D. Testing distance only

Sample study guide, visit https://introtovisionrehab.examzify.com
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6. How do we test stereopsis in VR?
A. standard distance
B. far distance
C. closer distance
D. dynamic vergence testing

7. The need for vision rehabilitation continues to grow.
A. True
B. Not sure
C. Depends on population
D. False

8. A patient has 20/100 vision at 10 feet. What lenses would you show over
the trial frame during the refraction?

A. +2.00,-2.00
B. +1.00, -1.00
C. +0.50, -0.50
D. +1.50, -1.50

9. Which of the following is a visual field test used in VR?
A. Amsler
B. Tonometry
C.OCT
D. Color Vision Test

10. When can magnification devices be applied?
A. Before any correction
B. After best correction is in place
C. After ocular motility is tested
D. After color vision testing

Sample study guide, visit https://introtovisionrehab.examzify.com
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Explanations




1. If JND is 0.75 D, what is the cylinder power for a patient with 10/100
vision?
A.0.75
B.1.25
C.1.75
D.1.50

The main idea is that JND is the smallest change in refractive power a patient can notice, and in low vision the
amount of change needed to be noticed is larger. For someone with only 10/100 vision, their perceptual
threshold for changes in cylinder power is roughly higher, often about twice the standard JND. With a JND of
0.75 D, the change in cylinder power that is likely to be perceived falls around 1.50 D. Therefore, the cylinder
power around 1.50 D is the best choice because it corresponds to a perceptible adjustment given the patient’s
reduced acuity. The other values represent smaller or irregular increments that would likely go unnoticed in this
level of vision.

2. For a monocular patient, which question would you not ask?
A. Do you rely on one eye for most tasks?
B. Do you experience diplopia?

C. Do you have trouble with depth perception?
D. Do you experience night vision changes?

When a person has only one functioning eye, the way you gather information about their vision and safety shifts
to how that single eye supports tasks, not how two eyes work together. Diplopia, or double vision, arises when
two eyes send different images that the brain tries to fuse. That fusion process requires two eyes; with just one
eye available, you don't experience true binocular double vision. So asking about diplopia isn't a useful or typical
question to guide rehabilitation for someone who is monocular. In contrast, questions about relying on one eye
for most tasks, depth perception, and night vision changes are directly relevant. The patient may depend on the
remaining eye for a wide range of activities, so understanding how well that eye supports daily tasks helps tailor
strategies and tools. Depth perception becomes more reliance on monocular cues (like perspective and motion)
since binocular depth cues are lost, which influences how they navigate stairs, steps, and uneven surfaces. Night
vision changes can affect mobility and safety in dim lighting or driving, guiding lighting and environmental
modifications. So the question about diplopia isn't typically pertinent for monocular patients, while the others
address practical ways their single remaining eye influences function and safety.

3. How do you measure near visual acuity?
A. Denominator At The Test Distance
B. Numerator At The Test Distance (same units as denominator)
C. Use The Patient's Age To Scale
D. Use A Different Distance For Numerator

Near visual acuity is expressed as a ratio that compares how far away the patient can read a line to how far a
person with normal vision would need to be to read that same line. When testing at near, you use a fixed close
working distance (the test distance), and you keep both parts of the ratio in the same measurement units. That
means the numerator is tied to the actual reading distance being referenced, and the denominator reflects the
near test distance. Using the test distance as the reference for the numerator ensures the result is comparable
across people and clinics, since the reference distance is the same fixed point for all measurements. Using the
denominator for the test distance, or bringing in age-based scaling, or varying the distance used for the
numerator would distort the meaning of the acuity value and make comparisons unreliable.
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4. Why can retinoscopy be difficult in the low vision clinic?

A. Media opacities, pupil abnormalities, nystagmus, and high refractive errors
making reflex difficult

B. Only media opacities
C. Pupil abnormalities only
D. Nystagmus only

The key idea is that retinoscopy depends on observing a stable, predictable reflex as you sweep the light across
the pupil. When nystagmus is present, the eyes are continually moving in an involuntary, irregular way. That
constant motion makes the reflex streak jump around, so you can't reliably determine when the retinal reflex
neutralizes or which direction of motion you're seeing. This instability undermines your ability to estimate
refractive error accurately, which is why retinoscopy is particularly difficult in a low vision clinic where
nystagmus is common. Media opacities and pupil abnormalities can also complicate the test by dulling or
distorting the reflex, but they don't usually produce the rapid, unpredictable eye movements that nystagmus
does. That makes nystagmus the most consistently challenging factor for retinoscopy in this setting.

5. When documenting visual acuity in VR, what information needs to be
included?

A. Chart used, lighting, testing distance, eccentric viewing (position, steadiness),
and null point in nystagmus

B. Chart used only
C. Lighting only
D. Testing distance only

In VR, documenting visual acuity requires recording multiple contextual factors that can influence the result, not
just the numeric acuity. The chart used matters because different optotypes and digital displays can yield
different acuity values, and VR setups may present symbols in unique ways. Lighting inside the VR environment
affects contrast and pupil size, which in turn can change acuity measurements, so noting the lighting conditions
is essential. The testing distance is another key detail since acuity is defined relative to distance, and VR can
simulate or vary this distance. How the observer fixates the target, including any eccentric viewing (the position
and steadiness of gaze), can shift where the retina is using foveal versus peripheral areas, altering results. For
certain eye movement conditions like nystagmus, the null point—where eye movement is minimized and acuity
tends to be better—needs to be documented to interpret the result accurately and reproduce it later. If you only
record one aspect, such as the chart or the lighting, you miss other factors that can change the measurement in
a VR context, making the documentation incomplete and less reliable for comparison over time or across
devices.
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6. How do we test stereopsis in VR?
A. standard distance
B. far distance
C. closer distance

D. dynamic vergence testing

Stereopsis testing relies on binocular disparity cues—the tiny differences between what each eye sees that the
brain combines to sense depth. In a VR setup, presenting test stimuli at a closer distance makes the same
physical offset on the screens produce a larger angular disparity between the two eyes. That larger disparity
makes depth differences easier to detect, so you get a more sensitive and reliable measure of stereoacuity.
Testing at standard or far distances reduces the disparity, making it harder to perceive depth and potentially
missing stereo issues. Dynamic vergence testing, while useful for evaluating how the eyes converge and diverge,
focuses more on eye movements rather than the ability to fuse disparate images for depth perception, so it's not
as direct a test of stereopsis.

7. The need for vision rehabilitation continues to grow.
A. True
B. Not sure
C. Depends on population
D. False

The central idea is that more people will require vision rehabilitation as times change, driven by demographic
and health trends. As the population ages, the number of individuals with vision impairment increases, and
age-related eye diseases such as macular degeneration, glaucoma, and diabetic retinopathy become more
common. Even when medical treatments slow the progression of some conditions, the resulting functional
challenges—difficulty seeing in daily activities, mobility, safety, and independence—often persist and require
rehabilitation support. Advances in screening and better awareness also mean more people are identified and
referred for rehabilitation services, further growing overall demand. Additionally, as people live longer with
chronic eye conditions, the long-term need for strategies to adapt daily life and maintain independence becomes
greater. Because these factors collectively push the demand for vision rehabilitation upward, the statement that
the need continues to grow is best supported. There can be variations by specific populations or regions based
on access to services and prevalence, but the general trend favors increasing need.
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8. A patient has 20/100 vision at 10 feet. What lenses would you show over
the trial frame during the refraction?

A. +2.00, -2.00
B. +1.00, -1.00
C. +0.50, -0.50
D. +1.50, -1.50

The main idea here is to choose a safe, informative starting defocus for a patient with reduced distance vision
during refraction. When a patient's acuity is poor, you want to test for a refractive error without pushing
accommodation too hard or making the image excessively blurry. Using lenses with equal magnitude but
opposite signs provides a balanced way to probe how the eye responds to defocus in either direction while
avoiding an overly large change in clarity. A moderate pair like plus 1.00 and minus 1.00 diopters is a reasonable,
conservative starting step: it's strong enough to reveal whether a refractive component is present and to help
you compare improvements in clarity when defocus is added in either direction, but not so strong that it
overwhelms the patient with blur or fatigue. Lenses with larger magnitudes (+2.00/-2.00 or +1.50/-1.50) would
tend to induce more blur and could mask or confuse the patient’s true refractive status. A very small change like
(+0.50/-0.50) might be too subtle to reveal a meaningful difference in acuity at this stage. Therefore, the
moderate equal-magnitude pair is the most informative starting point for guiding subsequent refinement toward
the patient's best correction.

9. Which of the following is a visual field test used in VR?
A. Amsler
B. Tonometry
C.OCT
D. Color Vision Test

The central visual field around the macula and detecting metamorphopsia is what this item targets. The Amsler
grid is a simple, at-a-glance tool used in vision rehabilitation to screen for distortions or small blind spots near
fixation that arise from macular problems. In practice, a person covers one eye, fixates on the center dot, and
notes whether all lines stay straight and all squares remain visible. If lines appear wavy, bent, or if any areas
disappear, it signals changes in central retinal function that may need further assessment or rehabilitation
planning. This focus on central vision and metamorphopsia makes it particularly useful in VR settings. The other
options do not test the visual field in this way: tonometry measures eye pressure, not field sensitivity; OCT maps
retinal structure rather than functional field data; color vision testing assesses color discrimination, not central
field performance.
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10. When can magnification devices be applied?
A. Before any correction
B. After best correction is in place
C. After ocular motility is tested
D. After color vision testing

The key idea is that magnification devices should be fitted only after the patient’s refractive error has been
corrected as much as possible. When you apply magnification, you're enhancing the clarity and size of what's
seen, so you want the eye to already be seeing as well as it can with the best available correction. If
magnification is used before achieving the best correction, uncorrected refractive error can blur or distort the
image, making it hard to judge the right amount of magnification, the working distance, and the device type
needed. By first establishing the best correction, you can then accurately tailor the magnification to the patient’s
residual vision and functional tasks. Choices about ocular motility testing or color vision testing aren’t about
when magnification is most appropriate; those assessments address eye movements and color perception,
respectively, and don’t determine the timing for prescribing magnification devices. Similarly, applying
magnification before correction would not give meaningful information about how well magnifiers will work with
the patient's best visual function.
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Next 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!




