PREMIER EYECARE

EYE TRIAGE FORM

Use with clinical judgment and office triage protocols. Escalate uncertain cases to a doctor.

PATIENT AND CALL INFORMATION

Date: Time:

Staff:

Patient Name:

Date of Birth:

Phone:

Primary Care Physician:

Pharmacy:

SYMPTOM DETAILS

Describe symptoms:

When did symptoms begin?

Onset:

EYe . Right(OD) o Left(0S) o Both(OU)

Vision changed from usual?
9 o Yes o No

SYMPTOMS - SELECT ALL THAT APPLY

o Sudden o Gradual

Pattern: .
o Constant o Intermittent

Current eye medications:

[ | Eye pain [ | Redness [ | Flashes of light [ ] Light sensitivity

[ | New/increased floaters [ 1 itching [ | Halos around lights [ | Discharge

|| Darkening/cloudy vision [ ] swollen lids || Missing area of vision [ | watery eyes

|| Foreign-body sensation [ | Double vision [ | Headache/nausea [ | Contact-lens wearer

URGENT WARNING SIGNS

[] sudden loss or major decrease of vision
[] sudden flashes with many new floaters
[] Penetrating injury or embedded object

[] severe eye pain with nausea/vomiting

[ curtain/shadow over vision
[] chemical exposure
[[] rRecent eye/head trauma with vision change

[ Painful red eye in contact-lens wearer

IMMEDIATE ACTION: For chemical exposure, begin continuous irrigation immediately. Sudden vision loss, curtain/shadow,
or new flashes/floaters requires immediate doctor review and urgent eye evaluation.

STAFF ASSESSMENT AND DISPOSITION

Doctor consulted? Doctor:

Yes o No

[ | Emergency department / 911

[ | Message sent for doctor review

Appointment date/time:

‘ Consult time:

[ | same-day urgent evaluation

|| Scheduled appointment

[ | Instructions provided

Location/provider:

Instructions given:

Follow-up plan:

[ | Patient/caller repeated instructions and understands when to seek emergency care.

Staff initials:

Completed time:
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