
0MB Control No. 2120-0034 

U.S. DEPARTMENT OF TRANSPORTATION- FEDERAL AVIATION AOMINISTRATION I. DATE 

REPORT OF EYE EVALUATION 

2A. NAME OF AIRMAN (t.:ut, Fits/, Middle) 28. DATE OF BIRTH (Mf>tllrl, O�)'. Yellf) 2C. SEX (MorF) 

3. ADDRESS OF AIRMAN (No. Stfflel. Cil'y', Stttle. Zip COde) 

4. HISTORY - Record pertinent pa!.t and p,esent hlMory ooncemlng visual problems. eye surglcal procedures.-and medical conditions. 

5 .  HETEROPHORIA - RIP.CO<d phOtlM and lmpias (Spt!<:lty "'hich), In p,l�m dlOpters, wilh a1ld wilhOut M!U leM COl'M<:tlon In plaoe. 

(1)AT20 FEET (2) AT 16 INCHES 

EXO. eso. HYPER. EXO. ESO. HYPER 

A .  WITHOUT CORRECTION

(l)AT20FEET (2) AT 16 INCHES 

EXO. ESO. HYPER, exo. ESQ. HYPER, 

B .  WITH CORRECTION (ff any) 

6. FUSION AND EOM - Record fusion abllty and method used. No:e presence of strabis.mus. d.iplopla, andlor abnormal exuaocular motility. 

7. PUPILS - St.,,lOOlMI or rdl:\llve $1Ze and rMCtiOfl. Spe(ify 3.bMmllll ru.netloo Le. arrerem pupmruy dM&eL 

8, VISUAL FIELDS - Att:..ch field chttrt,;;, if used, 

9. EXTERNAL AND SLIT LAMP EXAM - R&oord res.ult$ or S!il lamp ('!X:tm for e/'lch eye. Des.crl>ft come-.al $Cl)($ Of C::ttarncts, ii' rm:!$8n1. O(!M!r'l>e Abnom,rtl lld1l&x:'I tindlng.11.. 

0.0. 

o.s.

10, OPHTHALMOSCOPIC - Oe.&eribe disc, JMOJl3, ve$SGl.s., ilnd 113ijn3, Slat& if dil.tted exam performed, 

o.o.

o.s.

1 t. VISUAL ACUITY (Use Sr1e�n Eq11Nt1(enl$) CHECK IF APPLICABLE: 
WITHOUT CONTACT SPECTACLE 

CORRECTION WITH CORRECTION LENSES LENSES 

0.0. 

A. DISTANT VISION 
o.s.

0.0. 
8. NEAR VISION (16 INCHES) 

o.s.

0.0. 

C. INTERMEOIATEVISION (32/NCHES) 
o.s.

NOTE - If contact lenses are used, corrected near visual acuity should be detennlned while these lenses are wom. 
State if bifocal or monovision contact lens(es) are used. 
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12. INTRAOCULAR PRESSURE - State method u.sed, 

0.0. o.s.

13, PRESENT PRESCRIPTION (Sphere, cylinder. 11xks) 

A. CONTACT LENSES B. SPECTACLE LENSES 

o.o. I o.s. 0.0. lo.s. 

T3A, DESCRIBE TYPE OF CONTACT LENSES USED. 

14. EVE SURGERIES - Ust all procedures vmh dates, lnclkstlons, and sequelse. H cataract surgery was performed. Include type and name of lntmocolar lens(es) used.

15. EYE MEDICATIONS - Include dos.a,ge, and whether 0,0,I O,S I O,U, 

16. PROFESSIONAL EVALUATION - Provide diagnools, Pl'09nosls, comments on other findings, .and reoommeodiltions for followup, 

17A. TYPED NAME ANO ADDRESS OF EYE SPECIALIST 17S. SIGNATURE OF EVE SPEClA.LIST 
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