

Dr. [Your Full Name]
MBBS, MS (Ophthalmology)  |  Eye Specialist & Surgeon
Cataract  |  Glaucoma  |  Retina  |  Cornea  |  Paediatric Ophthalmology
[Eye Clinic / Hospital Name], [City]   |   Ph: [Phone Number]   |   Mon–Sat: 10AM–6PM


	PATIENT INFORMATION
	Patient Name: ________________________________________
	Date: ____ / ____ / ________


	Age: __________
	Gender: M / F / O
	Contact: ________________
	Referred By: ______________






CHIEF COMPLAINT & HISTORY
Complaint: __________________________________________________________________________
	Duration: ________________________________
	Known Ocular Hx: ________________________


Systemic History (DM / HTN / Thyroid / Allergy): __________________________________________

EYE EXAMINATION
	
	VA (Unaided)
	VA (PH / Aided)
	IOP (mmHg)
	Colour Vision

	OD (Right Eye)
	_____________
	_____________
	_____________
	_____________

	OS (Left Eye)
	_____________
	_____________
	_____________
	_____________



	Slit Lamp Findings: ____________________________
	Fundus Examination: ________________________


Diagnosis: __________________________________________________________________________________

REFRACTION / GLASS PRESCRIPTION
	
	SPH
	CYL
	AXIS
	ADD
	Vision

	OD (Right)
	_________
	_________
	_________
	_________
	_________

	OS (Left)
	_________
	_________
	_________
	_________
	_________



	Glass Type: Single Vision  /  Bifocal  /  Progressive  /  Tinted
	PD: __________________   Lens: ________________



Rx
1. Medicine / Eye Drop / Ointment: __________________________________________
Eye: OD / OS / OU   Frequency: ________________   Duration: ______________
Instructions: _________________________________________________________________
2. Medicine / Eye Drop / Ointment: __________________________________________
Eye: OD / OS / OU   Frequency: ________________   Duration: ______________
Instructions: _________________________________________________________________

ADVICE & INSTRUCTIONS
	Investigations: ____________________________________
	Next Review: __________________________


Instructions: Avoid rubbing eyes   |   Use dark glasses outdoors   |   ____________________

	Follow Up / Next Visit:
____ / ____ / ________
	Doctor's Signature & Stamp
Dr. [Your Name]



Reg. No: [Reg No.]   |   Prescription valid for 30 days   |   Emergency: [Emergency No.]
