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Clinic and/or Veterinary Ophthalmologist: ____________________________________________________________ 

________________________________________________________________________________________________ 

Owner/Agent: ____________________________________________________________________________________ 
 
Dog Name: _____________________________ Registration Number: ________________________________ 
 
Age: ____ Breed: ___________________________ Years dog has been in service: __________________ 
 
Work Dog Performs: _______________________________________________________________________________ 
                                          (Police, Drug Detection, Guide Dog for Blind, etc) 
Certifying Organization: ____________________________________________________________________________ 
                                    (Guide Dog, Nat’l Assoc. Detection Dogs, etc) 
 
Previous Eye Problems: ____________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Treatment for Previous Eye Problems: ________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Primary Care Veterinarian:__________________________________________________________________________ 
 
Address: _____________________________________ _________________  
______________________________________________________________ 
______________________________________________________________ 
 
Phone: ______________________ Fax: __________________________ 
 
Ocular Exam: (N=normal, list findings with affected eye, OS,OD, OU) 

Eyelids: _______________________________________________________ 

Cornea: _______________________________________________________ 

Anterior Chamber: ______________________________________________ 

Lens: _________________________________________________________ 

Vitreous: ______________________________________________________ 

Retina: ________________________________________________________ 

                     (drawing, if needed) 

Recommendations: ________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 


