Eye Physical Examination

Patient information

Name: John Deer Date of birth: May 12, 1985
Medical record number: 1AXzV2 Gender: M
Eye professional: Dr. Jane Smith, OD Assessment date: February 13, 2025

Medical history
Pre-existing eye or vision conditions, family history, and risk factors:

Patient has a history of mild myopia. No known family history of glaucoma or macular
degeneration. Reports occasional dryness and irritation, especially in the evening.

Reason for examination (include chief complaint and symptoms if applicable):

Routine eye examination. Patient reports occasional difficulty focusing at a distance and mild eye
strain after prolonged screen use. No pain, redness, or sudden vision changes reported.

Visual acuity

Right eye/OD: 20/40 Left eye/OS:20/30 Both eyes/OU: 20/25
Notes:

Patient reports slight improvement with prescription glasses.

Pupil examination and relative afferent pupillary effect (RAPD)

Light response (right): Light response (left): RAPD:
Reactive to light, equal size Reactive to light, equal size ~ No asymmetry noted in pupillary
reactions. No signs of afferent pupillary
defect.

@ Normal @ Normal O Present
O Abnormal O Abnormal @ Not present

Notes:



Extraocular movement and alignment

Tests performed: Cover-uncover test, Hirschberg test, versions and ductions

Right eye:

Full range of motion, no restriction, no nystagmus

observedv

Notes:

Left eye:

Full range of motion, no restriction, no
nystagmus observed

No strabismus, misalignment, or abnormal movements detected.

External examination (both eyes)
Eyelids:

Normal, no ptosis or inflammation

Surrounding tissue:

No swelling, discoloration, or abnormal masses

Sclera:

White, no signs of icterus or hyperemia

Lens:

Clear, no signs of cataract formation

Notes:

Lashes:

Intact, no signs of trichiasis or entropion

Conjunctiva:

Clear, no injection or discharge

Cornea:

Clear, no opacity or irregularity

Other:

No abnormalities detected



Fundoscopic examination (right)
Anterior chamber:

Deep and quiet, no inflammation

Retina:

Normal macula, no hemorrhages or exudates

Notes:

Fundoscopic examination (left)
Anterior chamber:

Deep and quiet, no inflammation

Retina:

Normal macula, no hemorrhages or exudates

Notes:

Optic nerve:

Sharp disc margins, no cupping

Blood vessels:

Normal caliber, no AV nicking

Optic nerve:

Sharp disc margins, no cupping

Blood vessels:

Normal caliber, no AV nicking



Other tests

Intraocular pressure (glaucoma/tonometry): Results (right):

@ Assessed 15 mmHg

O Not assessed Results (left):
14 mmHg

Retinoscopy/refraction: Results (right):

@ Assessed -2.00D

O Not assessed Results (left):
-1.75 D

Prescriptions and notes:

Mild myopia, no significant changes in prescription.

Corneal topography: Results (right):

O Assessed

(O Not assessed Results (left):

Other: Results (right):

Results (left):

Other: Results (right):

Results (left):



Referrals and recommendations

No referral needed at this time.
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