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UNITED STATES MARINE CORPS
Officer Selection Station Chicago

800 South Wells Street, Suite 120

Chicago, IL 60607
IN REPLY REFER TO:

  6000

  Date: _________

From:  Officer in Charge, ____________________________________

To:
 Dr.________________________
Subj:  MANIFEST / CYCLOPLEGIC EYE EXAMINATION ICO: ___________________________

1. It is requested that a Manifest / Cycloplegic examination be conducted under the effects of 4% homatrophine or 1% cycloplegic.  Please correct to 20/20 each eye ONLY.  20/20-1 or equivalent is NOT acceptable.

Date: __________
Time: ___________
 Facility: _____________________________

DISTANT VISION



NEAR VISION


UNCORRECTED  WITH LENSES

UNCORRECTED  WITH LENSES

  OD:___________   ___________   
  OD:___________   ___________


  OS:___________   ___________
  OS:___________   ___________


  OU:___________   ___________   
  OU:___________   ___________

EXAMINATION/PRESCRIPTION
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DIOPTERS

DISTANCE
ESOPHORIA:



________

________

EXOPHORIA:



________

________

HYPERPHORIA:


________

________

NEAR POINT OF CONVERGENCE:
________

________

DEPTH PERCEPTION
(VERHOEF/AFVT/OVT/Randot)  _____/_____

SLIT LAMP EXAM:_______________________________________________________________________________________________________________________________________________________

INTRAOCCULAR TENSION-(Non-Contact Tonometer): OD:____ OS:____mmHg

Pupillary distance (PD): ___ /____
Eye size: _______
 Bridge size: _______





Far /Near

Temple length: _______

Doctors Comments:_____________________________________________________________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Signature: _________________ Printed Name and Title: ___________

Address:_________________________________________________________

Patient Name: ________________________________
SSN: _______________________
