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DIABETIC EYE EXAM FROM EXTERNAL EYE CARE PROVIDER
Patient Instructions:
Please complete the top portion and take this form to your Eye Care Provider at your next eye exam:
Patient Name: _________________________________________________________
Date of Birth: __________________________________________________________  
Mankato Clinic Doctor or 
Primary Care Provider: __________________________________________________



Eye Care Provider Instructions: 
Please complete the sections below: 
Eye Care Provider Name:_________________________________________________
Clinic Name:  __________________________________________________________
Clinic Address:  ________________________________________________________
Phone Number: ________________________________________________________
Date of Eye Exam:_______________________________________________________ 
Retinal Eye Exam Summary:
Dilated Eye exam:         [image: ] Both Eyes  [image: ]  Left Eye Only  [image: ]  Right Eye Only
Findings: 	 [image: ]  No Diabetic Retinopathy 
		 [image: ]  Diabetic Retinopathy present 
	



If you have additional eye exam information, please send to above fax number. Thank you for your help in updating our health records. Please fax the completed form to the patient’s Mankato Clinic provider at: 507-385-4180
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