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 PATIENT VISIT FORM  

        ID. No.: __ __ __  
    Name Code: __ __ __ __ __   

 Coord Ctr Use Only: Initials__ __ __  
Date Entered: __ __ - __ __ - __ __ 

 

I. General Information 

NOTE:  To be completed by the study coordinator by directly questioning the patient or 
the care-giver.  Sentences within quotes should be read verbatim. 

 

1.    Is patient able to sit in a chair? 
            (   )1     (   )0 
             Yes       No 
 

2.    Is patient able to follow instructions? 
 (   )1     (   )0 

             Yes       No 
 

3.  Birth date:      __ __ - __ __ - 19__ __ 
               Month       Day          Year 
 

4.  Sex:         (   )M     (   )F 
            Male      Female 
 

5.  “With which of the following racial or ethnic groups do you most closely identify?” (check one):   
 

  White, not of Hispanic origin     (   )1  
  American Indian or Alaskan Native   (   )2 
  Asian or Pacific Islander       (   )3 
  Black, not of Hispanic origin     (   )4 
  Hispanic origin           (   )5 

  Unable to answer         (   )6 
 

6. “Are you currently taking medication for hypertension?” 
 

            (   )1     (   )0    (   )2 
             Yes       No   Unknown 
 

7. “Have you ever smoked cigarettes on a daily basis?” 
  
            (   )1     (   )0    (   )2 
             Yes       No   Unknown 
 
 

8. Print name and certification number of person 
  who completed this section:   
        

                 / __ __ __ __ 
       Name         Cert# 
 

9. Date General Information was completed: 
 

  __ __ - __ __ - __ __  
  Month       Day         Year 
 

STOP:  This patient is ineligible  

STOP:  This patient is ineligible 

7.A. “How many years did you smoke  
    cigarettes on  a daily basis?”     __ __ 
    
7.B. “Do you currently smoke cigarettes?” 
  Yes              (   )1 

  No, quit less than one year ago   (   )2 
  No, quit more than one year ago  (   )3  
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 PATIENT VISIT FORM  
 

       ID. No.: __ __ __  
    Name Code: __ __ __ __ __   

 
 
II. Dialation 
 
10. Anterior Segment   NOTE:  Both eyes of the patient must be checked. 
 

  OD OS                  
Normal        (   )1    (   )1 

Too shallow for drops  (   )2    (   )2 

Can’t Determine    (   )3    (   )3 

 
 
11. Dilating Drops Administration.  NOTE: Mark drops administered for each eye 
 

  OD    OS 
a)   Check if no drops administered         

   

b)  1st drop (1% Tropicamide)  (   )1   (   )1 

c)  2nd drop (2.5% Phenylephrine) (   )1   (   )1 

 
 
12. Iris Color (Check one for each eye) OD    OS 
 

 Brown (   )1   (   )1 

 Non-Brown (   )2   (   )2 

 
 
13. Time Last Drop Administered  

___ ___:___ ___  
 
 
 
 

14. Print name and certification number of examiner: 
       
                 / __ __ __ __ 
       Name         Cert# 

STOP:  DO NOT ADMINISTER DROPS  

If No Drops Administered to Either 
Eye, STOP:  This patient is ineligible 
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 PATIENT VISIT FORM  
 

       ID. No.: __ __ __  
    Name Code: __ __ __ __ __   

III. Photographs 
 

NOTE: Stereo color photographs of both eyes must be taken. 

 
15. Have the following required color photographs been taken: 
 
    

a. Right eye macula?  (   )1     (   )0 
             Yes       No 
             

c. Left eye macula?   (   )1    (   )0 
             Yes       No 
 
16. Date the color photographs were taken: 
 
  __ __ - __ __ - __ __  
  Month       Day         Year 
 
17.  Print name and certification number of photographer 

taking the color photographs: 
       
                 / __ __ __ __ 
       Name         Cert# 

  
 
IV. Administrative Matters 
 
 
18.  Date patient signed consent form: 
 
  __ __ - __ __ - __ __  
  Month       Day         Year 
 
 
19.  Print name and certification number of person completing the form: 
   
                 / __ __ __ __ 
       Name         Cert# 
 
20.  Date checked for completeness:    
 
 
  __ __ - __ __ - __ __  
  Month       Day         Year 

STOP:  This patient is ineligible  


