SightLine

     Ophthalmic

          Associates
             2591 Wexford-Bayne Road, Suite 104,  Sewickley, PA 15143
                                                                                                                                phone 724-933-6143 • fax 724-933-6051             

SLT REQUEST

Patient Name _____________________________________    
Today’s Date   _______________________ 

Referring Doctor  __________________________________
Appointment Date ____________________                   

Date of Birth  ________________________               


GLAUCOMA HISTORY: (First diagnosed, Tx Hx, Progression, Changes, Present Field Loss) 

CURRENT CLINICAL FINDINGS:

ccVA:   R _________
      Tonometry:     R ________
Current Meds:  ___________________________________


        
   
L _________


     L ________


 ___________________________________
SL:  (Iris, Angle & Lens)  *Angle must be open in order to perform SLT.
Fundus: (diagram disc)







C/D __________


    C/D __________

RECOMMENDATION FOR SLT:    
( OD
   ( OS    

REASON:
(  Primary Treatment

(  Suspected patient non-compliance with medication

(  Patient desire to reduce dependency on medication 

(  Patient inability to administer medication

(  Patient not adequately controlled with maximum medication

(  Expense of medication

· Other (please explain): _______________________________________________________________

______  Report Faxed to SightLine



Signature _____________________________________
06.02.06 SLT REQUEST  -  SLO
