Eye Examination Reporting Form for: 	                    
	

Patient Name:  _______________________________________

Patient DOB:	    _______________________________________

Date of Examination: __________________________________

Examined by: ________________________________________
                                 (Name of Ophthalmologist/Optometrist)

                       _______________________________________________
                                  (Practice Name)


Diabetic Retinopathy

· Was a Diabetic Retinopathy Examination Performed?

□ Yes		 	 □ No 	        		 □ N/A (the patient is not diabetic)


· If yes, does the patient have Diabetic Retinopathy?

□ Yes			□ No



Glaucoma Screening

· Was a Glaucoma Screening Examination performed?

     □ Yes			□ No


· If yes, does the patient have Glaucoma?

     □ Yes			□ No




_____________________________________________________________________________
(Signature of Ophthalmologist/Optometrist)
