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Complete the following application in order to request to join the NE Disability Determination Services (DDS) consultative exam panel.

APPLICANT INFORMATION:

NAME: 	
LAST	FIRST	MIDDLE

TELEPHONE #: 	 FAX #: 		 

EMAIL ADDRESS: 		 SOCIAL SECURITY #: 	-	-	  
OFFICE ADDRESS: 							

Please include a picture of a valid Photo ID (i.e. driver’s license) with your application


MAILING ADDRESS:			Same as office address		Same as billing address If different:



BILLING INFORMATION:
In order to receive payment, complete all of the following information:
GROUP OR INDIVIDUAL NAME: 	 BILLING ADDRESS: 	


[bookmark: _Hlk208917242]FEDERAL TAX ID#: 	*Please include a NE Substitute W-9 with your application* (for a blank NE W9 visit Microsoft Word - ACH & W9 Combo 12-31-14.docx)


CONTACT FOR SCHEDULING PURPOSES: 	 TELEPHONE #: 	

LICENSE INFORMATION:

NE LICENSE #: 	 EXPIRATION DATE: 	 

OTHER STATE LICENSES: 	

HAS YOUR LICENSE EVER BEEN REVOKED, SUSPENDED, OR IS ANY DISCIPLINARY ACTION CURRENTLY BEING TAKEN IN ANY STATE? 	YES		NO
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· Based on your education, experience, and scope of past work, please list the age range of individuals you are willing to evaluate:

· Please list any languages, other than English, in which you are fluent:	

· Select any of the following visual field tests that can be performed in your office:

	
	
	

	
	Humphrey 30-2 (HFA II-II or HFA 3)
	

	

	SSA Kinetic
Goldmann Manual Perimetry
	


*Unacceptable perimeters: Humphrey Matrix Series / Humphrey FDT / Octopus 600 Series / Oculus Smartfield
· Please provide written directions to your office, it is helpful to include landmarks & a building description. These directions will be provided to applicants to assist in locating your office.
*Will applicants be seen in your private office space or will you be utilizing office space at another practice/facility? If so, please provide name of practice:



· If you are employed by the State of North Carolina, this constitutes dual employment and you will be paid through your parent agency. Approval by Supervisor is needed before you can perform examinations. Indicate the name of Supervisor and address of your parent agency:


· I am interested in using your agency telerecording system for the transcription of my consultative examination reports (which is provided free of charge) and would appreciate receiving the necessary information.


Please indicate which option you will use to submit consultative examination reports to our agency:
· Toll Free Secure Fax Server 1-866-347-4674
· Electronic Records Express Website (for more information visit www.ssa.gov/ere/)

In order to serve on the panel, Consultative Exam Providers must consistently provide appointments within a reasonably short period of time and submit reports to the DDS within ten days of the examination. In addition, your office must be accessible for persons with disabilities.


Signature: 	 Date: 	
If you have any questions, please contact the NE DDS Professional Relations Office at NE.DDS.MPRO@SSA.GOV.
· Approved
· Not Approved
Reason: 			  Name (print): 	 Signature: 	 Date:	
Official Use Only


Nebraska Disability Determination Services Specific Report Requirements Ophthalmological Examination
This guide has been prepared to assist you in providing the information that is important for you to cover in your evaluation. Your report and summary need not be restricted to this general guideline. DDS disability specialists and/or medical consultants evaluating the disability claims do not examine the applicants and are dependent on your comprehensive, objective reports. We welcome your comments and observations, as we may not be aware of additional impairments discovered during the exam.

Patient History
1. Chief Complaint(s)
2. 	History of present illness and date of onset. Include date of last ophthalmologic or optometric examination. Progression of symptomatology, with dates of significant changes.
Effects of the visual problems on daily living activities. Treatment and response.
3. Past Medical History of Visual Problems

Eye Examination (external and internal)
Include description of ocular motility, pupil size, and condition of the lens and optic media.
If muscle function is severely impaired, please report actual measurement of ocular motility in prism diopters. Intraocular pressures.
Slit lamp examination.
Funduscopic examination including status of optic nerve, retina and vessels. Please quantify optic disc cupping, if any.
Perform confrontational visual fields.
Comment on ability to visually navigate office environment.
Visual acuity for distant and near vision with and without best correction OS, OD, and OU.
Please include MANIFEST refraction record
Determine Best Corrected Visual Acuity (BCVA) with manifest NOT automated refraction.
Please state in your narrative report or on your examination template. “A Best Corrected Visual Acuity (BCVA) of Right eye	Left eye	and Both Eyes	was obtained via Manifest Refraction.”

Visual Fields
Eyeglasses may not be worn during any visual field examination (regardless of the perimeter). Contact lenses or perimetric lenses may be used to correct visual acuity during the visual field examination in order to obtain the most accurate visual field measurements. For this single purpose, an individual does not need to demonstrate the ability to use the lens on a sustained basis.

Automated Static Threshold Perimetry - The following criteria must be met:
· The test must use a white size III with 4e filter Goldmann stimulus and a 31.5 apostilb (10 cd/m2) white background.
· The stimuli locations must be no more than 6 degrees apart horizontally or vertically.
Measurements must be reported on standard charts and include a description of the size and intensity of the test stimulus.
· The test must measure the central 30 degrees of the visual field; that is, the area measuring 30 degrees from the point of fixation (e.g., Humphrey 30-2).
Fixation losses should not exceed 20% and false positives/false negatives should not exceed 33%. If reliability indices are elevated, please repeat testing or provide detailed explanation.


Manual Kinetic Perimetry (Goldmann):
· When manual kinetic perimetry is utilized, please use a perimetric visual field chart for plotting the measured visual field according to the following standard meridians: 0, 45, 90, 135, 180, 225, 270, and 315.
· Remember to provide the method of kinetic perimetry utilized.
· Please annotate the isopter for each eye on the appropriate chart.
Any scotoma, other than the normal blind spot, should also be clearly indicated on the corresponding eye chart.


SSA Test Kinetic:  (Humphrey software program)  Universal, best accepted.
· Phakic eyes: Default setting is target size III 4e. Include the numeric printout of the test.
· Aphakic eyes: This test is not approved for use on aphakic eyes. Not reimbursable.


 Goldmann VF: Subject should be tested without corrective lenses.
· Phakic eyes: Use a standard perimeter with a 3 mm white test object at 330 mm. Setting III 4e.  Test object size only SSA accepted target 
· Aphakic eyes: Use a standard perimeter with a 6 mm white test object at 330 mm. Setting IV 4e.
· Be sure to indicate your settings on the legend accompanying the test result.


 Humphrey 30-2:  
· Full threshold, Fovea On, Eye Tracker On
· Phakic eyes: Default setting is a white stimulus size III against the standard background illumination.
· Aphakic eyes: Use stimulus size IV.

Conclusion


Diagnosis and Prognosis: The etiology (or probable etiology) and diagnosis are needed as well as comments on the expected duration with and without treatment. Diagnosis should be based on objective findings rather than on historical allegations or presumptions. Please include a statement of patient effort, cooperation, and the reliability of the test results. Please comment on patient’s ability to move around the office. If you feel other studies are necessary, please call the disability claims examiner for approval.

We do not require a statement as to whether the patient is or is not disabled because the determination of disability is an administrative decision which also involves consideration of age, education, and vocational history.
The report must be reviewed and signed by the physician who actually performed the examination.


