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FAX TO: 314-991-4101

InfantSEE™ Assessment
Clinical Reporting Form
Reset Form

Visit Date: /

/

Patient Name:

D.O.B.: Age: months

Parent(s) Name:

Premature?(QYes ONo

Gender: OM OF

Ethnic Origin (from History Form): OH OcCc OAA ONA OA Orl

Reason for Visit:
[CJRequested InfantSEE™ Assessment
[CJReferred; reported problem:

Heard about program from:
[Jcurrent patients [CIfamily/friends
[Cprint ads [TV [CJradio ads [Jwebsite

[Jstory in newspaper [Jreferred by pediatrician/MD

Visual Acuity Fix & Follow Method: ob Oy ON 0os Oy ON

Resistance to Occlusion: Q0D Qos ONone

10 Vertical Prism Test: OpPass OFail

oD 0S ou Cteller [JRichman [JOther
Ocular Motility [CJFull Range of Motion (FROM) Motility Limitation:
Alignment / Binocular Potential

Hirschberg: OAIigned OMisaligned

Cover Test: ONormal Alignment QO Strabismus:

OPhoria:
Convergence Estimate ONormal Olnadequate
10 Vertical Prism Test:OPass OrFail

Briickner

Refractive Status
Manifest oD

OEquaI reflexes OWhiter and Brighter:

OR OL

Additional OD

Retinoscopy 0OS

Retinoscopy OS

External/Anterior Segment Evaluation:

Visual Field Assessment:[_JFull OU [_JFull OD [JFull OS

Pupil Evaluation:

[IMohindra [JCycloplegic: Agent:
Problem Noted:
Problem Noted:

[CINormal

[CINormal Problem Noted:

Internal Assessment

OcL  Lens cL

[JcL  vitreous CL[]

Disc
Vessels

[dcu Macula cLd

___+ Foveal Reflex __+

Peripheral Retina
Odilated Onon-dilated

Assessment: Visual Acuity O Normal O Problem:
Ocular Motility O Normal O Problem:
Binocularity ONormal OProblem:
Strabismus: (QEsotropia (QExotropia
Refractive Status ONormal QProblem:
Ocular Health ONormal QProblem:
Plan: ONo Concerns Recommended follow-up at

OcConcerns

Comments:

Optometrist Name (Please print)

State

Signature Date
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