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GENDER:  M  F  AGE: _______  RACE:   A B C H O      LAST EYE EXAM:____________________________ 
 



 
 
 
 
 
 

 
 
 
Health Rx:   Duration  Medication(s) Dosage(s)  Frequency                     

Diabetes:  _________  _____________ _________                  
Allergies:   _________  _____________ _________  __________                        Heidelberg OS OD 
Cholesterol:  _________  _____________ _________  __________ Edge Perimeter 
Hypertension _________  _____________ _________  __________              (HEP)                      Normal 
Heart:  _________  _____________ _________  __________  
Others:  _________  _____________ _________  __________       

Objective:  VsC 6m <      VcC 6m OS <      VsC 40cm <      VcC 40cm <  
Versions:  +1 +2 +3 +4 Smooth ________  Accurate ________ Fixation Loss _______  Heidelberg     OS  OD 
            Edge Perimeter Normal     Normal 
             
C.T. :_______ ^XT    ET    XP   EP   O   (@ 6m) : _________   C.T. :_______ ^XT    ET    XP   EP   O   (@ 40 cm) : _________    
 
Pupils :_________ mm Equal + Round     +1      +2        +3        +4      D&C    APD     NO   /   YES               
 
Retinoscopy : R) __________    __________ X __________    20 / ________ Subjective : R) __________    __________ X __________    20 / ________              OU) 20 / _________ 
 
Retinoscopy : L) __________    __________ X __________    20 / ________ Subjective : L) __________    __________ X __________    20 / ________              OU) 20 / _________ 
        
Phoria :  (6m) XP    EP    __________^_________ / __________ / __________ Phoria :  (40cm) XP    EP    __________^_________ / __________ / __________   Add: R) _________ 
        

Accom. Amp: :  R    __________ L _________  Dilation Performed :   NO   /  YES      Add: L) _________
      
Biomicroscopy :   L / L   NEG   OD OS OU OPTHALMOSCOPY:     MEDIA  R)     __________L)   __________ 

C / S   NEG   OD OS OU OPTOMAP®     C/D Ratio R)     __________L)  __________  
CORNEA   CLEAR   OD OS OU Ultra-Widefield     ONH MARGIN R)     __________L) __________   
A / C   NO CELLS  / NO FLARE OD OS OU        A/V  R)     __________L)   __________ 
IRIS  NEG   ______________ OD OS OU        CROSSING R)     __________L)   __________ 
LENS   CLEAR   OD OS OU         FR  R)     __________L)   ________ 
VITREOUS   CLEAR   OD OS OU         MACULA R)     __________L)   ________ 
CORNEAL ARCUS     + 1      + 2      + 3      + 4           PERIPHERY R)     __________L)   __________ 

 
K-Readings: R) __________  X __________       D:   0     +1     +2     +3     +4 K-Readings: L)  __________  X __________       D:   0     +1     +2     +3     +4 
  

           __________  X __________                      __________  X __________      
 
Tonometry: NCT   R) _______ mmHg         Time: _______  am  /  pm                  Goldman: R) _______ g         Time: _______  am  /  pm          
 

     NCT   L) _______ mmHg         Time: _______  am  /  pm                  Goldman: L) _______  g        Time: _______  am  /  pm        
  

       CL : ___________________________________________________________________________ 
  ___________________________________________________________________________ 
           Dx : ___________________________________________________________________________ 
  ___________________________________________________________________________ 
          Tx : __________________________________________________________________________
   
Final RX:  R)______________________________________________________ADD ________________________________  Lens Recommendations: _______________________ 
 
  L)______________________________________________________ADD ________________________________  Dr’s Signature: _________________________________ 
                                         Harold S. Masuda, O.D. License #8538TPG  /  DEA # MM1078193 

 
RTO_______DAY (S) ________ WEEK(S) ________ MONTH(S) _______ Reason:   AEX      F/U     RX Check       IOP       Visual Fields      OPTOMAP   OTHER:_____________ 

 

 
OS 

 
OD 

Case History (Hx)   
DISEASES:    GLAUCOMA   /   DR    /     ARMD   /    HR    
SURGERIES:    CAT    /    LASIK    /    RK    /    STRAB     
Others: 
 

PCP COMMUNICATION 

COMPLETED  /  PLANNED    YES          NO 
REASON: 


