
Have you had your eye exam at this office before?

Please check this box if there have been no changes to your medical and ocular history since your last visit at this office.

For Women:

Parent’s Name (If patient is a minor):



 Δ Opt.    New Rx

Final SRX:  OD
  OS
  ADD

Fundus:  ALL Normal  Dilated:Yes/No  DO/BIO/90D/78D
 OD   OS

Media

Nerve Head:
C/D
Margin
Rim

 OD

Post.Pole:
A/V
Macula
Vessels

Periphery

OS

VA’scc       scPH    NVA

OD    20/  20/        20/  20/
OS     20/  20/  20/  20/
OU    20/  20/        20/  20/

Color:
OD ____/____
OS ____/____
Stereo ____sec

DistanceNear
LPh_____VPh_____LPh_____VPh_____
BI      /      /       BU      /BI      /      /       BU       /
BO      /      /     BD      / BO      /       /    BD      /
Amps: ___/___/___     NRA/PRA/BCC ___/___/___

Current GlassesCurrentContactLenses
OD ______________________    OD ______________________
OS  ______________________   OS  ______________________
SVD      SVN      BFTFPALCareSystemWT___h

Tono:OD _____@_____   Auto VF: No Misses
NCTOS _____
GAT   igttFluress /Proparacaine
KeratometryOD   BP:  /

OS

DPA’s igttTropicamide (1% or 0.5%) OUOther ___________
@ ____     igttPhenylephrine (2.5%) OU  igttProparacaine

CT  6mcc/sc _____Pupils      PERRLA        -     +   APD
 40cmcc/sc _____Conf        FTFC  OD,  OS      see notes

EOMs:Full     Smooth OU     NPCTTN      _____
RetOD
ARefOSPD  _____ /_____

Subjective:ADD:

Dx  CL  /Power / BCORVAAssess

SLExam OD OS       ALL Normal  =WNL
LLL
Conj.
Cornea
A.C.
Iris
Lens
Vitreous OD
Angle  ___/___ __________

 OD  OS

OS

X

CLRXReleasedSolu __________

RAS @
  LAS

Trial Framed Results Acceptable


