Patient’s Name:

SS#: DOB:
Address:

City/State/Zip: Phone:
Student: Attending:
Insurance:

Chief Complaint/Reason for Visit:

Subiective Data
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Quality:
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Modifying factors:

Associated signs or symptoms:

Review of Symptoms
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Past, Family & Social History
Past: Ocular:

Medical:
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Medications:
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REFRACTIVE TESTING
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BINOCULAR TESTING

ADDITIONAL PROCEDURES
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OCULAR HEALTH ASSESSMENT
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Additional Ocular Health Testing Procedures:
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Additional Testing / Procedures Attending Notes

Attending’s Assessment and Treatment Plan

Assessment: Plan:

Next recommended appointment:

Final Rx
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This is to confirm that | met with this patient, reviewed reason(s) for visit and health history, reviewed and personally
performed or repeated all clinical procedures if required by Medicare or other third party payors, verified the ocular
health of the patient, determined the diagnosis and prescribed the above treatment.

Attending’s Signature / Degree: Date:




Student’s Assessment and Recommended Treatment Plan

Assessment: Plan:

Student’s Signature: Date:




