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OPTOMETRIC GLAUCOMA CONSULTATION FORM

DATE: ____________  CIRCLE ONE:   INITIAL EXAM       YEARLY EXAM        CHANGE IN MEDS


PATIENT NAME:______________________________________________________

DOCTOR NAME:______________________________________________________

MEDICATION: CIRCLE ONE:  INITIAL MEDICATION  / CHANGE MEDICATIONS TO :


Lumigan


QHS

OD
OS 
OU


Xalatan


             QHS

OD
OS
OU


Travatan-Z


QHS

OD
OS
OU
     
Alphagan P 0.1%

BID or TID
OD 
OS 
OU


Combigan


BID

OD
OS
OU


Cosopt


             BID

OD
OS
OU


Trusopt


             BID or TID
OD
OS
OU


Azopt


             BID or TID
OD
OS
OU

             Timoptic 0.5%
                          QAM or BID
OD
OS
OU
             Timoptic XE

             QAM

OD
OS
OU
OTHER________________________________________________________
INITIAL PRESSURE:
OD___________  
OS____________

TODAYS PRESSURE:
OD___________   
OS____________ 

                                                                                       (USE FOR FOLLOW UP VISIT)

TARGET PRESSURE:
OD___________  
OS____________

GONIO ANGLES:

OD 1    2    3    4   
OS 1     2     3    4

CUP TO DISC RATIO:
OD V____   H_____   OS V_____  H_____
VISUAL FIELD INTERPRETATION

          OD:__________________________________________________
        OS: __________________________________________________
PLAN : __________________________________________________
______________________________________________________

______________________________________________________
Optometrist (Please Sign)_______________________________________________


               Address:__________________________________________________________________
Office Phone: _______________________Fax: ___________________________________ 
Revised:  03/2011
6565 West Loop South


Suite 650


Bellaire, Texas 77401


Ph. 713.395.1515


Fax.713.357.7276





4415 Crenshaw Rd.


Pasadena, Texas 77504


Ph. 281.977.8800


Fax.281.977.8877





15400 Southwest Frwy


Suite 301


Sugar Land, Texas 77478


Ph. 281.277.1010


Fax.281.277.4504





450 Medical Center Blvd.


Suite 305


Webster, Texas 77598


Ph. 281.332.1397


Fax 281.338.1215





21700 Kingsland Blvd.


Suite 102


Katy Medical Complex


Professional Building 1


Katy, TX  77450


Ph. 713.797.1010


Fax.713.797.6200














