
To: _ _______________________________ 	 Fax:________________________

      ________________________________ 	 Email:_______________________

Patient: ____________________________ 	 DOB: _______________________

Date of Exam: _ _____________________ Last Eye Exam: months/years ago_ ___________________

Visual Acuity:  20/____ OD (right eye)     20/_____ OS (left eye)

Exam Findings: 	  Cataract 	  Age-Related Macular Degeneration 	  Glaucoma

Dilated Retinal Exam Findings:

No Diabetic Retinopathy	 OD______  OS______  

Diabetic Retinopathy 

	 Nonproliferative 

Mild 	 OD______  OS______  

Moderate OD______  OS______  

Severe	 OD______  OS______  

Proliferative	 OD______  OS______  

Diabetic Macular Edema OD______  OS______  

Other Findings:

Impression:

Follow-up Plan: 	❍ Monitor only   ❍ Follow-up in ____ months   ❍ Patient education given    
❍ Additional/testing or Procedure indicated_ _____________________________________
❍ Refer to _____________________     ❍ Other_____________________.

Sincerely,

Name:_____________________________________	 Practice Name:________________________________

Date:_________________

DIABETIC EYE EXAM REPORT
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