CRMC EMPLOYEE HEALTH LASER EYE EXAM
Name______________________________________DOB_____________Date_______

Past History of Eye Disease

                                      Yes          No                                                       Yes     No

Lazy Eye Muscle          ___          ___                       Crossed Eye            ___     ___

Glaucoma                      ___          ___                       Cataract                   ___     ___

Trauma                          ___          ___                      Eye Inflammation    ___     ___

Eye Surgery                   ___         ___                       Retinal Disease        ___     ___

* If answer to any of above is yes, please give details, including dates______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family History of Eye Disease

                                        Yes        No                                                     Yes         No

Glaucoma                        ___        ___                         Cataract             ___        ___

Retinal Disease               ___        ___                          Other                 ___        ___

*If answer to any is yes, Please give details_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Eye Exam: To be Completed by Physician
Distance Vision    CC     SC                                            Date of Last Eye Exam________________

R______/______        L______/______                          Present Rx       OD_____OS______

Near Vision           CC     SC

R______/_______       L______/______

      Manifest        OD____OS______

Aphakia or Pseudophakia_______


       Refration
Use of photosensitizing meds    yes     no                           Cyclo              OD____OS______

           Psoralens                         yes     no

           Phenothiazine                  yes     no                                     

AMSLER GRID                         Normal____________      Abnormal___________________
CONTRAST SENSITIVITY      Normal ____________    Abnormal___________________
SLIT LAMP EXAM                   Normal_____________   Abnormal___________________
FUNDUS EXAM                     Normal                        Abnormal                   Comment
Optic disks                                _____                               _____                         ______________________
Retinal Vessels                         _____                               _____                         ______________________
Foveal Reflex                           _____                               _____                         ______________________
Periphery                                  _____                               _____                         ______________________
Media                                       _____                                _____                         ______________________
**If visual acuity is not 20/20, J1 or abnormal results on amsler, contrast sensitivity, or fudus examination, state reasons:___________________________________________________________________________
______________________________________________________________________________________
EHD/MVRN 6/29/10

