Field Expansion Therapy – In Office
DATE ___/___/____
NAME ______________________
Tx Filter   AO/MD    MU   UO/MU  ___________

Copay ________
Day _______ Total Days Tx _____   Time (min) _______   ____ _______  ___________ 

HX    Compliance  +   -   _____________Changes in Health/Medication__None_____________________________

[image: image1.wmf][image: image2.wmf]Complaints       Headaches       Eye Pain R L       Light Sensitivity      Sound/ Motion Sensitivity        Blurred Vision       Double Vision

Focusing Problems D  N
    Other  _______________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Subjective Responses in therapy     None     Eye / Head Pain       Tearing         Inattention       Fidgety       Fatigue
VA sc cc  OD 20____     Pupils   Size SS/Lt 
PLR 
        αΩ
   APD
    NPC  ____/_____ 

       OS 20_____       
OD    ___/___mm
1  2  3  4+   0 1  2  3  4+   -  +








OS    ___/___mm
1  2  3  4+   0 1  2  3  4+   -  +




      Photophobia   None  0  1  2  3  4   Sensory ____________________________
EOM’s   Pursuits______________________  Saccades  Hypo/Hypermetric
      Other ________________
SAFE
   1  2  3  4+  ____%
1  2  3  4+  ___   ___

Externals:
SAFE
   1  2  3  4+  ____%
1  2  3  4+  ___   ___

OD __ Lids __Lash___K___Conj ___ Lens

Jerky___+    Fixation Loss  1  2  3  4  _______________
OS  __ Lids __Lash___K___Conj ___ Lens

Impression:       Visual Field Contraction    

 Plan      Continue Current Filters       Change Tx _____
                            Convergence Insufficiency                            FUp  ________Weeks _________
                            Pursuit/Saccadic Dysfunction

 

    ________________________


Signed ___________________________
___________________________________________________________________
Field / Progress Evaluation
DATE ___/___/____
NAME ______________________
Filter   AO/MD    MU   UO/MU  ____________

Copay ________





Total Weeks _____     Since LastOV_____

HX    Compliance  +   -   _____________Changes in Health/Medication__None_____________________________

___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Field Testing   Tested by   Eva  JP    Reliability   1    2      3     4   _________________________________
VA sc cc  OD 20____     Pupils   Size SS/Lt 
PLR 
        αΩ
   APD
 Near    NPC  ____/_____ 

       OS 20_____       
OD    ___/___mm
1  2  3  4+   0 1  2  3  4+   -  +
 -  +







OS    ___/___mm
1  2  3  4+   0 1  2  3  4+   -  +  -  +

Photophobia   None  1  2  3  4   Other Rxn____________________________
Fields  White   Green     Red       Blue       BS
EOM’s   Pursuits

Saccades  Hypo/Hyperzmetric
OD
  ____%   ____% ____%   ____%  _____      SAFE
   1  2  3  4+  ____%
Rt  1  2  3  4+  ___   ___
OS
  ____%   ____% ____%   ____%  _____
SAFE
   1  2  3  4+  ____%
Lt  1  2  3  4+  ___   ___








Jerky
   1  2  3  4+  Fixation Loss  1  2  3  4+ Sac Int ___+  

Dynamic  OD ____________   Impression      Visual Field Contraction    Plan         Continue Current Filters    

                  OS ____________                            Improving W C      No Improve W C       FUp  ________Weeks

Externals   OD
     OS


    Worse  W  C
         Asymmetric
 Change Tx ___________ Lid/Lash     ________
    ________   

     Pupillary Abnormality 

_____________________            Conjunctiva________
    ________

     Pursuit/Saccadic Dysfunction
_____________________

____________________________

     Convergence Insufficiency
       Signed __________________      ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Instructions – Home Training Color Therapy

Name __________________

Unit # ____




Date   ________​​__________

1. You will use the following color combinations:

Color Filters  1st /2nd      Numbers
  Time to be used

Color filters - 1st / 2nd  

1  __________________      _____
  _____________
First color facing you    

2  __________________      _____
  _____________
First color facing you

3  __________________      _____
  _____________
**Lens with sticker should be closest to the 

4  __________________      _____
  _____________
    bulb.  No glasses
2. The unit should be used in a completely dark room with the color screen 14-16 inches in front of the eyes.  The ideal distance is the Harmon distance, which is the distance from the middle finger’s knuckle to the end of the elbow.  It is helpful to have a flashlight or dim light to use when changing filters. 

3. You should gaze directly at the light at all times.  Look easily.  You may listen to music or talk as long as you continue to look at the light.  With children it has been helpful to ask spelling words or math problems or simply read a story.

4. The filters should be used in the order above.  The last color listed is the one closest to the back of the instrument (closest to the bulb).  Please use care when handling the filters as they are glass and very expensive.  They can be cleaned with any glass cleaner.

5. When changing to a second filter make sure to turn the instrument off first, since staring into the white light will have a negative effect on the therapy.  At the end of the session wait one to two minutes before exposing yourself to brighter lights or sunlight.

6. The color unit should be used once a day.

7. Your visual fields will be re-evaluated after 7 sessions and after 21 sessions to determine the effectiveness of the therapy.  Most people do not need to go more than 21 sessions to obtain the desired results.

8. You are responsible for any damage that may occur to the unit or filters.  If you have any questions    

      please feel free to call.  The cost of replacing the filters is $____ each.  

    (for more information go to www.csovision.org)

Put on your letterhead
EyeCare Center of Waterbury L.L.C.

Family Doctors of Optometry





John Pulaski, OD FCSO
Loan/Rental Agreement for the Syntonizer (Home Phototherapy Device)


Date:     ___________

Patient: ______________________
 

Parent/ Responsible Party _____________________

I understand that the above visual training equipment is being rented to me for the fee of $____.00. The rental fee is non-refundable.


Should there be any damage, loss or breakage, I will be responsible for the cost of that equipment.  

While using this equipment, if a filter should break, the replacement cost of $_____ per lens is your responsibility. 

If I do not return the color unit at the conclusion of therapy or if the unit is damaged beyond repair, I consent to allow the Eyecare Center of Waterbury to charge my credit card a fee of $_____.00 for the equipment.  


If for some reason my credit card is declined and the unit is not returned or damaged I agree to reimburse The Eyecare Center of Waterbury by certified check or cash. 

If the terms of payment for non return or damaged are not satisfied, l understand that I will be responsible for the cost of the equipment plus all court and collection fees. 


I have read and understand the above agreement.


I, as the signed party, accept responsibility for this bill, if the unit is not returned or returned damaged.

Signed, ____________________________

Rental  Fee  $ _____________

Credit card on file: ________________________    Exp. Date: ________________
DATE ___/___/___ Patient Name _________________  ________________    Rec # ________  DOB _________



              

Last                                     First

          
Insurance   Medi   State   BCHMO   BC   Ctcare  Aetna   UHC   Oxford  Cigna  Other______________





Medi
         Medi
Medi    Medi



Payment  Ins  Package  $______

     Syntonics In OfficeTreatment Summary and Record
          
_______________________________________________________________________________________________________________

	#
	Date
	Pymt
	Ins

Sent
	Alpha

Delta
	AO    
	Mu

Delta                                            
	Mu
Upsilon
	Upsilon
Omega
	      Other
__________
	Comments
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