
Neuro-Ophthalmological Examination Record
Patient Information

Name: _______________________

Date of Birth: _______________________

Date of Examination: _______________________

Referring Physician: _______________________

Examination

Visual Acuity

Right Eye: _______________________

Left Eye: _______________________

Corrected/Un-Corrected: _______________________

Visual Fields

Right Eye:

Description of Visual Field: _______________________

Left Eye:

Description of Visual Field: _______________________

Color Vision

Test Used: ______________________________________________

Results:

Right Eye: ______________________________________________

Left Eye: ______________________________________________

Stereopsis

Test Used: ______________________________________________

Results: ______________________________________________

External Examination

Eyes and Lids:

Observations: ______________________________________________

Pupillary Examination

Right Pupil Size: ______________________________________________



Left Pupil Size: ______________________________________________

Reactivity to Light: ______________________________________________

Near Response: ______________________________________________

Ophthalmoscopic Examination

Optic Disc (Right Eye): ______________________________________________

Optic Disc (Left Eye): ______________________________________________

Retinal Examination:

Right Eye: ______________________________________________

Left Eye: ______________________________________________

Eye Movements

Extraocular Movements:

Right Eye: ______________________________________________

Left Eye: ______________________________________________

Nystagmus (if present):

Direction: ______________________________________________

Observed in (Right/Left/Both Eyes): ___________________________________

Overall Assessment and Notes

Diagnosis (if any): ______________________________________________

Additional Observations: 

Recommended Follow-up/Treatment: 

Signatures

Examiner's Signature: _______________________

Date: _______________________

Patient's/Parent's/Guardian's Signature (if applicable): _______________________

Date: _______________________

Emma Hainsworth

Emma Hainsworth


	Name:  Jonathan Doe
	Date of Birth: 02/14/1985
	Date of Examination:  01/15/2024
	Referring Physician: Dr. Emily Smith
	Right Eye: 20/30
	Left Eye: 20/40
	CorrectedUnCorrected: Corrected
	Description of Visual Field: Normal field of vision
	Description of Visual Field_2:  Mild peripheral vision loss
	Test Used:  Ishihara Test
	Right Eye_2: Normal
	Left Eye_2: Normal
	Test Used_2: Random Dot Stereogram
	Results: Adequate depth perception
	Observations: Mild eyelid ptosis on the left side
	Right Pupil Size:  3 mm
	Left Pupil Size:  3 mm
	Reactivity to Light: Brisk
	Near Response: Normal
	Optic Disc Right Eye:  Normal appearance
	Optic Disc Left Eye:  Normal appearance
	Right Eye_3: Healthy retina
	Left Eye_3: Healthy retina
	Right Eye_4: Full range of motion
	Left Eye_4: Slight restriction in upward gaze
	Direction: Horizontal
	Observed in RightLeftBoth Eyes: Both Eyes
	Diagnosis if any: Mild left eyelid ptosis and restricted upward gaze in the left eye
	Date: 01/15/2024
	Date_2: 01/15/2024
	Text65: 
	Text65.0:  No signs of optic neuropathy or retinal disease
	Text65.1: Referral to an oculoplastic surgeon for assessment of ptosis; regular monitoring of eye movement restriction



