DATE/TIME 











         DOCTOR


MEDICAL RECORD – SUPPLEMENTAL MEDICAL DATA

For use of this form, see AR 40-66, the proponent agency is the Office of the Surgeon General


OPTOMETRY CLINIC, WÜRZBURG MEDDAC/67TH CSH, APO, AE 09244

CASE Hx – CHIEF COMPLAINT


          VA  sc
                             CURRENT Rx

                VA cc           IOP  [nct]  [Ta] Time:
        KERATOMETRY


F    OD  20/






                20/                OD

A

R







                   OS

       OS  20/






                20/











           OTHER TEST: [PD]    [STEREO]    [COLOR]

N    OD  20/






                20/

E

A

R    OS  20/
                                        



                20/



   REFRACTION  [AUTO]   [RET]   [CYCLO]   (Proparacaine 0.5%, Cyclogel 1%)  Time:         
           COVER TEST                                 VF [CONFRONTATION]

OD

OS


   MANIFEST-FINAL Rx       [ ADD:  +               VA 20/         OU]  NRA              PRA

               PUPILS

                     EOMs 

OD 











   P  E  R  R  L    APD   -    +

OS 

   [DO]   [DFE]      (      PROPARACAINE 0.5%          TROPICAMIDE 1%          PHENYLEPHRINE 2.5% )  Time:                [BIO]   [78D]    [90D]    [SF]





FUNDUS EVALUATION





SLIT LAMP EXAMINATION

  CD / ONH







LIDS


           LENS

  MACULA







CONJ













           CORNEA

  A/V







A/C













OD

OS

  VITREOUS






ANGLE



  PERIPHERY






IRIS






CONTINUED ON REVERSE


OTHER TESTING:


NAME:






         ASSESSMENT OF MENTAL STATUS:

RANK:






         ORIENTATION TO TIME AND PLACE?
Y
N

UNIT:






         MOOD AND EFFECT:  CALM / ANIXIOUS / UPSET / DEPRESSED / OTHER


PHONE:






         BARRIERS TO LEARNING?
Y
N

FMP / SSN:





         IF YES, WHAT?


DA FORM 4700, 1 MAY 78








AETV-MB-WZ-OP-194R


OPTOMETRY CLINIC PATIENT QUESTIONAIRE


   AGE:

SEX:

OCCUPATION / HOBBIES:


WHAT IS THE REASON FOR TODAY’S EXAM?


                     
      VISION HISTORY






     MEDICAL HISTORY


DO YOU WEAR GLASSES?

Y

N                             ARE YOU TAKING MEDICATION?

Y

N


DO YOU WEAR CONTACT LENSES?
Y

N                             IF YES, WHAT:

TYPE

WEARING TIME

CARE SYSTEM








            ARE YOU ALLERGIC TO ANY MEDICATIONS?
Y

N








            IF YES, WHAT:


WHEN WAS YOUR LAST EYE EXAM?



            WHEN WAS YOUR LAST PHYSICAL EXAM?


DO YOU USE ANY EYE DROPS?

Y

N
            HAVE YOU OR A CLOSE RELATIVE HAD ANY OF THE FOLLOWING:

IF YES, FOR WHAT:





            CONDITION


SELF
RELATIVE
       RELATIONSHIP








            ASTHMA

Y     N

HAVE YOU OR A CLOSE RELATIVE HAD ANY OF THE FOLLOWING:
            ARTHRITIS

Y     N








            DIABETES

Y     N

CONDITION

SELF
RELATIVE     RELATIONSHIP                     HIGH BLOOD PRESSURE
Y     N

CATARACT
  Y     N



     
             LUNG PROBLEMS
Y     N

GLAUCOMA
  Y     N




             NEUROLOGICAL
Y     N

LAZY EYE

  Y     N




             SINUS PROBLEMS
Y     N

CROSS EYE
  Y     N




             SKIN PROBLEMS
Y     N

EYE SURGERY
  Y     N




             BLOOD PROBLEMS
Y     N

EYE INJURY
  Y     N




             URINARY / KIDNEY
Y     N

RETINAL PROBLEMS    Y     N




             CANCER

Y     N

BLINDNESS
  Y     N




             OTHER

Y     N

OTHER

  Y     N




             FEMALES:  ARE YOU CURRENTLY PREGNANT?

Y
N


ADDITIONAL FUNDUS EXAM DATA:




       

OD


         OS





ASSESSMENT





          PLAN
EXAMINERS SIGNATURE AND STAMP:


