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       Sight Test Requirements

       1 The Sight Test Certificate 

       A candidate wishing to apply for the Dept. of Transport Small Vessel Certificate of 

       Competence is required to produce an eyesight test certificate issued by an examiner 

       of  the Dept. of Transport, Shipping Directorate, or an optometrist who is a current 

       member of the South African Medical Association.

       The candidate applies to obtain a certificate with only a daylight limitation endorsement, 

       he\ she need to complete the Lantern or Ishihara test, he must however complete the

       letter test. 

       No aids to vision to correct colour-blindness deficiencies in a candidate’s ability to pass 

       the lantern or ishihara card test will be permitted.

       Eye Sight Certificate 

       This is to certify that:

       Surname:___________________________ Name: _____________________________
       I D no:    _____________________________________

       Address:   _______________________________________________________________

       Has:        _______________________  (with or without)* aids to vision,
	     Practice

     Stamp


                     _______________________  (passed or failed)* the letter test,

                     _______________________  (passed or failed)* the lantern\ ishihara test

       Signature of examiner:_________________________ Date:_______________________

       Practice name: _____________________________ Address: _______________________

                                                                                          ______________________________  

                                                                * select relevant choice  
