
GLAUCOMA FLOW SHEET

Name________________________________________________________ DOB_________________

Pharmacy _________________________________  Phone Number ____________________________

Type _____________________________________  cct: Thick/Avg/Thin  c/d______________________

Risk Factors _________________________________________________________________________

Target IOP __________________________________________________________________________

Date
Scan
Laser Comments / Results Referral MEDS/Start/ ∆VF DFE GON Pho CCTIOP

A Pt advised to notify family members of risk.   Date_____________SA
M

PL
E


