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       DATE: __________________
AGE: _______ INITIAL / LAST VISIT:_______________  Dr._____
REQUESTING PHYSICIAN:______________________________
PAST OCULAR HISTORY:  None (    )

1. _______________________________________________  5.  ____________________________________________________
2. _______________________________________________  6. _____________________________________________________
3. _______________________________________________  7. _____________________________________________________
4. _______________________________________________  8. _____________________________________________________
CHIEF COMPLAINT: _________________________________________________________________________________________
HPI: ______________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
__________________________________________________________________________________________________________
PAST MEDICAL HISTORY:  None (     )   HTN (     )   DM (     )  Years ____  ALLERGIES: None (    ) _________________________________

________________________________________________________   ________________________________________________
________________________________________________________  EYE MEDICATIONS:  None (    ) _______________________ 
________________________________________________________   ________________________________________________
MEDICATIONS:  None (     ) __________________________________   ________________________________________________ 
________________________________________________________   ________________________________________________
________________________________________________________   ________________________________________________
G Medications reconciled _________________________________  G Medications reconciled __________________________
FAMILY HISTORY: __________________________________________________________________________________________
SOCIAL HISTORY:  Tobacco?  ( Y     N )  Alcohol?  ( Y     N )  Occupation? _______________________

REVIEW OF SYSTEMS:  All Negative (     )  No Yes   If Yes, please explain:
Chronic fever, unexpected weight loss/gain, fatigue? ..........................  G G  ____________________________________________
Ear/nose/throat problems (e.g., hearing loss, sinus problems, sore throat) ..........  G G  ____________________________________________
Heart problems (e.g., chest pain, irregular heart beat) ......................................  G G  ____________________________________________
Respiratory problems (e.g., shortness of breath, wheezing, coughing) ................  G G  ____________________________________________
Gastrointestinal problems (e.g., heartburn, abdominal pain, diarrhea, nausea) .....  G G  ____________________________________________
Urinary problems (e.g., pain or discomfort, blood in urine) ................................  G G  ____________________________________________
Skin problems (e.g., rashes, ulcers) ............................................................  G G  ____________________________________________
Musculoskeletal problems (e.g., muscle aches, joint pain, swollen joints) ...........  G G  ____________________________________________
Neurologic problems (e.g., numbness, weakness, new headaches, imbalance) .....  G G  ____________________________________________
Psychiatric problems (e.g., depression, new anxiety) .....................................  G G  ____________________________________________
Hematologic/lymphatic problems (e.g., free bleeder, lymph node swelling) .......  G G  ____________________________________________ 
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IMPRESSION/DIAGNOSES:
____________________________________________________
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PLAN:
____________________________________________________
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____________________________________________________

Oriented to person, place, time
Mood and affect appropriate
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Pupil shape
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Pupil reaction
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AC depth
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Cup/Disc ratio
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G MEDICATION RECONCILED BY PHYSICIAN ________
G GLASSES Rx. GIVEN
G ADDITIONAL DICTATION FOLLOWS
G SEND COPY TO PRIMARY CARE PHYSICIAN
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