



Patient Name:_________________________         DOB:_________________________


DM:          Type 1          Type 2                                Date of Onset:__________________ 

Last HgA1C:___________                                      Last B/P:_______________________

Last LDL:______________                                     Hx of microalbuminuria    yes       no    

An annual dilated retinal exam is important for or patients with diabetes. Please return this report to:         

	Eye Care Provider
	
	Phone:
	Fax:

	Appointment date:
	Appointment time:


I examined the above patient on:_______________, and found the following:

+  Visual Acuity OD:____________ OS:______________ 

    No Diabetic Retinopathy

    Will schedule for annual dilated exam

    Non-proliferative Diabetic Retinopathy

    Will schedule recheck in ___ months

    Increase in retinopathy from last year

    Proliferative Retinopathy

    Laser therapy is scheduled for _______________________.

    Extensive Diabetic Eye Disease needing specialty care.

    Referral made with:____________________________

    Comments/Recommendations:

                                                                                                          _________________________

                                                                                                             Eye Care Provider Signature

Thank you for participating in the care of this patient with us.

If this confidential fax has not reached the intended recipient, please notify the sender and destroy the document!

Diabetes Eye Examination Report























 


















































