x*x FORM#

J
By TEXAS
Department of TEXAS DEPARTMENT OF STATE HEALTH SERVICES

State Health Services
PATIENT TRACKING FORM

DIABETIC EYE DISEASE PROGRAM
TEXAS DIABETES PROGRAM

[Note: Please type or print clearly. Forms with incomplete or illegible information will be returned and payment will be delayed.]

APPLICANT'S NAME SS# - - DATE OF BIRTH / /
ADDRESS CITY ZIP COUNTY
SEX (Mor F) AGE RACE/ETHNICITY (Circle one) White  Black Hispanic Native American  Asian Other
YEAR DIAGNOSED WITH DIABETES TYPE OF DIABETES (Type 1 or Type 2)

APPLICANT MUST SIGN

I hereby certify that I am a resident of Texas, my family income is at or below 150% of the federal poverty level, and I have no source
of public or private health insurance to provide for the eye care services needed and herein requested. Privacy notification attached.

Signature Date

TO BE COMPLETED BY NOMINATOR

Nominator ID# Facility/Organization

Month/year of applicant's last dilated eye exam / Date Last A,C Result % Blood Pressure — [

Does applicant have access to dilated funduscopic eye examinations from Medicare, Medicaid, Private Health Insurance, or any other source of public or
private health insurance? Yes No (If yes, indicate source)

Is applicant’s / family's income at or below 150% of the federal poverty level?  Yes No

Is applicant a resident of the state of Texas? Yes No

[Note: If the answer to the first question is “yes” and to the following two questions is “no”, then the individual is not eligible for services.]
I hereby nominate the above-named person as meeting the criteria for participation in the Diabetic Eye Disease Program.

Name/Title Address City Zip County
( ) DSHS Region #
Signature Date Phone Number

TO BE COMPLETED BY PROVIDER

DATE CLIENT SEEN: / /

VISUAL ACUITY: Uncorrected: O.D. 20/ 0.8. 20/ Best Corrected: O.D. 20/ 0.8. 20/

If unable to measure, estimate visual function: ( ) Legally Blind () Not Legally Blind

VISUAL FIELD: MUSCLE FUNCTION: LENS OPACITY: INTRAOCULAR PRESSURE:

( ) No Restriction () Normal ( ) Normal 0.D.

() Restriction ( ) Abnormal ( ) Abnormal 0O.8.

EYE PATHOLOGY: () Nonproliferative Retinopathy ( ) Proliferative Retinopathy () Diabetic Maculopathy
( ) Glaucoma ( ) Cataracts () No Pathology

RECOMMENDATIONS (Check all that apply):

() Treatment NOT Indicated Next Ophthalmic Exam: month year

( ) Treatment Indicated For: ( ) Retinopathy () Glaucoma ( ) Cataracts ( ) Maculopathy

( ) Referral to Commission for the Blind () Referral to other (specify)

COMMENTS:

PROVIDER'S NAME PAYEEDD# _ / [/ [/ [/ [ [/ | | ] | | ]
CLINIC NAME

ADDRESS CITY ZIP

Signature Date / / PHONE# ( )

White Copy: Provider mails to Texas Diabetes Program, TDSHS, 1100 West 49th Street, Austin, Texas, 78756-3199, for payment.

Canary Copy: Provider retains for files. Pink Copy: Nominator retains for files and follow-up when client referred. Form #45-03729 Rev.3/06



