
Patient Name:


Today’s Date:

Street:


BP (R):

City:


BP (L):

Phone:


RR:

Medical Record #:
Insurance:

HR:

DOB:
Age:
Gender:  M/F
Temp:

	HPI:

	

	

	

	

	PMHx:

	

	

	FaHx and SoHx:

	

	Medications/Allergies/Substances:

	


Visual Acuity

	
	Uncorrected
	With Pinhole

Correction
	With Corrective

Lenses

	Right
	20/
	20/
	20/

	Left
	20/
	20/
	20/


Other Tests
Pupil Exam

Extraocular Movements

Visual Fields

Cover/Uncover Test
External or Slit Lamp Exam
	[image: image1.png]



	OD
	OS

	L, L, C, S
	
	

	Cornea
	
	

	AC
	
	

	Iris
	
	

	Lens
	
	





	Impression:

	

	

	

	Plan:

	

	

	



□ Diagnosis & prognosis explained


□ Treatment options discussed


□ R/B/A of mgmt. options given


□ Risk factor reduction info given


□ Med. side effects reviewed


□ Educ. materials given





T A


l@ _________





Dilated Fundus


Discs	□	Pink/Healthy


Macula	□	WNL


Vessels	□	WNL


Periphery	□	WNL


Vitreous	□	Clear





O.D.





O.D.





O.S.





O.S.





Signature:	Date:





� FILENAME �Eye Exam Form Version 02�, � DATE \@ "M/d/yyyy" �11/21/2008�











