FFB/CIBC Children’s Vision Research Registry

Data Collection Form

Patient Name (PRINT):

Gender: OOF OM

Address:

Phone number:

Date of Birth (MM/DD/YYYY):

Name of Eye Doctor:

Address of Eye Doctor:

Phone number of Eye Doctor:

Retinal Diagnosis:

Clinical Status: [OAffected

Clinical Ocular History

OCarrier
OUnaffected

Personal Medical History

Genetic Information

Ethnicity:

Familial Disease:

Inheritance:

Blood drawn for testing:

OYes
OONo

OUnknown

LKnown (please identify):

OUnknown

OYes [ONo



Genetic Result obtained:

OYes [ONo

Eye Assessment: date

oD 0S
VA
Refraction
Humphrey Visual Field deg deg
Goldman Visual Field deg deg
Cataract CIYes CIYes
[OONo [OONo
OPseudophakia OPseudophakia
Cataract Severity CIMiild CIMiild
OModerate OModerate
[OSevere [OSevere
Optic Disc [CONormal [CONormal
OAbnormal OAbnormal
Define: Define:
Macula CONormal CONormal
OAbnormal OAbnormal
Define: Define:
Retina CONormal CONormal
OAbnormal OAbnormal
Define: Define:
ERG: CONormal CONormal
OAbnormal OAbnormal
[ONon Recordable [ONon Recordable
[ONot done [ONot done

[JRod-Cone dystrophy
[OCone-Rod dystrophy

[JRod-Cone dystrophy
[OCone-Rod dystrophy




