
NAME/Nombre: _________________________________________________ Edad: ______Genero: Hombres/Mujer









           (Age)
Direcion: ___________________________________________________________________________________________
(address)
Problemas con vision de lejos (distance)   Si  /  No   __________________________________________________________

Problemas con vision de cerca (near)        Si  /  No   __________________________________________________________

Ha usado lentes antes?
 Si  /  No   _______________________________________________________________________ 
Type text or a website address or translate a document.
 Have you ever worn glasses before?        
¿Ha tenido alguna lesión o la cirugía para los ojos Si  /  No  ___________________________________________________

Any injuries or surgeries 
Presion alta (HTN)?  ____Si  /  No  __Cuanto tiempo  ____________ Medicinas  ___________________________________

Diabetico?                ____Si  /  No  __Cuanto tiempo  ____________ Medicinas  ___________________________________

Otro problemas con los ojos:  ___________________________________________________________________________


Blood Pressure (presion arterial): 

/

L  /  R ARM

VOSH EYE EXAM FORM 2017                                						Referral?  Yes      No


DOMINICAN REPUBLIC 			Patient #__________________			Date:                  2017








Visual Acuity			pinhole only if >20/40


Distance:    OD:  	/		PH


	      OS: 	/		PH


Retinoscopy:


OD: ______________________________________ 20/ 





OS:  ______________________________________20/ 





Subjective at distance 


OD: _______________________________________ 20/ 





OS:  _______________________________________20/ 





Should distance Rx be dispensed?     Yes   □         No   □


Subjective at near 





Determine Add: + ________________________20/      OU





FINAL Reading/Near Rx (NOT ADD): 





OD: ________________________________________ 20/ 





OS:  ________________________________________20/ 





Should NEAR Rx be dispensed?          Yes  □           No   □


___________________________________________________


DISPENSING STATION: Final Rx actually given to patient:





OD: _______________________________________





OS:  _______________________________________


	To be used for (circle): Distance / Near / Both





OD: _______________________________________





OS:  _______________________________________


	To be used for (circle): Distance / Near / Both





Dispensed: Sunglasses □ 	Tears □  	Other □  











Externals/O-Scope


External:	Clear	□	___________________








Pterygium:	None 	□	OD 1  2  3  4  temp  nasal


				OS 1  2  3  4  temp  nasal





Pupils: PERRL – RAPD □	___________________





EOMs: 	SAFE □			___________________





Cover Test:    □			___________________





Cataract Evaluation: None	 □ _________________





	OD				OS 


1+   2+   3+   4+	      	NSC  	   1+   2+   3+   4+





Central   Peripheral 	PSC	Central   Peripheral





Central   Peripheral  Cortical 	Central   Peripheral








Direct O-Scope: Media View:  OD 20/            OS   20/     





Cup to disc: 


OD   0.        H   x   0.       V


OS   0.	      H   x   0.      V





Macula: OD: Clear/FLR □ 


	  


              OS: Clear/FLR □ 





Vascular problems: No □      Yes□_________________ 








Should sunglasses be dispensed?      Yes  □   No   □


Should artificial tears be dispensed?   Yes  □  No   □











