SOUTHERN COLLEGE OF OPTOMETRY

EXTERNSHIP SITE APPLICATION

General Information

OD Name: ____________________________________________________________

Practice Name: ________________________________________________________

Address: _____________________________________________________________

City: ________________________________  State: ______  Zip: ________________

Telephone #: _________________________  Fax #: __________________________

Email Address: ________________________________________________________

Practice Web Address: __________________________________________________

Number of students you can accommodate each semester: _____________________

Physical Facilities Information










Yes

 No
1. Do you have room or space designated for?


Business Office





____

____


Contact Lens






____

____


Consultations





____

____


Dispensary






____

____


Exam Rooms (how many) ____



____

____


Insurance/Billing





____

____


Lasers






____

____


Library






____

____


Lunch/Break Room





____

____


Medical Laboratory





____

____


Optical Laboratory





____

____


Photography






____

____


Pre-test Area






____

____


Special Testing (specify) ____________________
____

____


Vision Training





____

____


Visual Fields 






____

____

Equipment Information










Yes

 No
2. Do you have the following equipment?


Auto-perimeter





____

____


Auto-refractor





____

____


Contact Lens Modifying Equipment


____

____


Corneal Topography




____

____


Keratometer






____

____


Laser (specify) _________________________

____

____


Lensometer






____

____


Low Vision Devices





____

____


Optic Nerve Analyzer (GDX, Heidelberg, OCT)

____

____


Pachymeter






____

____


Perimeter






____

____


Radiuscope






____

____



Slit Lamp/Biomicroscope w/ Camera


____

____


Sphygmomanometer




____

____


Tonometer:

Applanation





____

____


  
Non-contact





____

____

Diagnostics

Routine/










Or When

Rarely/










Required

Never
3. Do you perform these procedures?


Accommodation Evaluation



____

____


Angiography:  

Fluorescein





____

____


  
Indocyanine Green




____

____


Binocular Function
(Fusional Ranges) 


____

____


Biomicroscopy:  

Standard





____

____


 
Ultrasound Biomicroscopy



____

____


Diagnostics (con’t.)

Routine/










Or When

Rarely/










Required

Never
Chair Skills:


Ocular Motility




____

____


  
Pupils






____

____


  
Cover Test





____

____


  
Near Point of Convergence


____

____


  
Confrontation Fields




____

____


  
Stereopsis





____

____


  
Color Vision Testing




____

____


Contrast Sensitivity Testing



____

____


Corneal Topography




____

____


Cytology






____

____


Electrophysiology





____

____


Exophthalmometry





____

____


Gonioscopy






____

____


Laser Procedures (Specify) ________________
____

____


Medical Laboratory Testing



____

____


Neurological Testing:  

Pupil Testing





____

____


  
Cranial Nerve Screening



____

____


Ophthalmoscopy:  

Direct






____

____


  
Binocular Indirect




____

____
  



  
Optos






____

____


Perimetry



Standard





____

____


  
Perimetry SWAP




____

____


 
Frequency Doubling




____

____


Photography: 

Anterior Segment




____

____


 
Posterior Segment




____

____


Diagnostics (con’t.)

Routine/










Or When

Rarely/










Required

Never
Refractions:  

Standard





____

____


Specialized Testing (Specify) ________________
____

____


Tonometry: 

Applanation





____

____



Non-contact





____

____


Ultrasound:  

A Scan





____

____


  
B Scan





____

____


 
Other (Specify) ___________________

____

____

Management
4. Do you treat, prescribe or manage, either independently or co-manage:










Yes

 No

Amblyopia






____

____


Anterior Segment Problems



____

____


Age Related Macular Degeneration


____

____


Binocular Vision Problems




____

____


Chalazion Injection/Excision



____

____

Contact Lenses





____

____


Corneal Molding





____

____


Dry Eye






____

____


Foreign Body Removal




____

____


Glaucoma






____

____


Hospital Emergencies (on call)



____

____


Injectables






____

____


Keratoconus






____

____


Low Vision






____

____


Ocular Trauma





____

____


Pediatrics






____

____

Management (Con’t.)










Yes

 No
Pre/Post Surgical Management:  

Cataracts





____

____


  
Glaucoma





____

____

Refractive





____

____


  
Other ___________________________

____

____


Prosthetic Services





____

____


Punctal Dilation and Irrigation



____

____


Punctal Plugs





____

____


Sports Vision






____

____


Strabismus






____

____


Stromal Puncture





____

____


Suture Removal





____

____


Vision Development





____

____


Vision Therapy





____

____


Any other advanced therapy not listed ___________________________

Practice Information
5. Type of practice (solo, multidisciplinary, federal service, etc.) ________________

6. Length of time at this location? _______________________________________

7. Are you the owner, co-owner, part-owner, employee or other? _______________

8. Are you certified for diagnostic pharmaceuticals? _________________________

9. Are you certified for therapeutic pharmaceuticals? ________________________

10.  Are you certified to use injectables? ___________________________________

11.  Do you have hospital privileges? _____________________________________

12.  What are your office hours?   Monday _____Tuesday _____ Wednesday _____

Thursday ________ Friday _________ Saturday ________ Sunday __________

13.  How many of the following personnel are in your office?  Optometrists ________

Ophthalmologists ____ Technicians ____ Office Personnel ____Others _______

14.  What are the estimated numbers or percentages of the following appointments?

_____% Patients seen by appointment
_____% No shows

_____# Waiting time


_____# Complete/initial exams/day

_____# Patient visits per day

_____# Minutes of complete/initial exam

15.  What are the estimated percentages by payment type?

_____% Private Pay


_____% Other Insurance Plans

_____% Medicare



_____ % Medicaid

16.  What are the estimated percentages of patients seen in the following types?

_____% Ocular Disease


_____% General Practice

_____% Contact Lenses


_____% Pediatrics

_____% Vision Training/Development
_____% Low Vision

_____% Ophthalmic Dispensing

_____% Sports Vision

_____% Pre/Post Surgical Management

17.  What are the estimated percentages of out of office care?

_____% Hospital



_____% Nursing Home

_____% Prison Care


_____% Home Care

_____% School Screenings

_____% Other (Specify) ____________

_____% Other Specialty

Preceptor Responsibilities

18.  What topics do you cover with the student during the orientation process? ________________________________________________________________

________________________________________________________________

19.  How do you handle introducing your student to your new and existing patients? ________________________________________________________________

________________________________________________________________

20.  What expectations do you have about the amount of instruction time your student will require? _______________________________________________

________________________________________________________________

21.  Are you comfortable with the idea of permitting the student to independently examine patients after you have observed him/her for a period of time? ________________________________________________________________

22.  Guidance and mentoring from the preceptor are wanted and expected by students.  Do you have anticipated methods you will employ, and if so, what are they? ___________________________________________________________

________________________________________________________________

23. Have you taught before and if so, where and when?  ______________________

________________________________________________________________

24. Teaching requires familiarity with current literature.  Are you willing to stay abreast of scientific findings and require your student to research subjects that he/she shows a weakness in? ________________________________________

25.  Are you active in any local, state or national civic or optometric organizations? ______________   If so, will you invite your student to attend functions with you? ________________________________________________________________

26.  If you have a private practice will you allow the student to spend time with your billing, insurance and coding employees so the student may gain a better understanding of how a private practice is run? __________________________

27.  If your private practice does not offer full scope optometry will you arrange for the student to observe other practice settings which complement or augment your practice? ____________________________________________________

28.   Do you have students from other optometry schools? ____________________

  What college or university? ________________________________________

29.  The student demographics at SCO vary by class and the college cannot                                                             guarantee that you will have a student every year, much less every semester.  Will this schedule be acceptable at your practice? ________________________

30. If offered, will you accept a student every semester? ______________________

31. During the year the Externship Office hosts two forums for all preceptors and you are encouraged to attend.  One coincides with the fall semester continuing education and homecoming weekend, and the other is at SECO in the spring.  Will you take advantage of these opportunities?  _________________________

Please return this completed form along with the following documents for each doctor who will be instructing students:






Copy of OD license





Proof of Insurance






Curriculum Vitae

Mail this form and required documents to:

Office of Externships

Southern College of Optometry

1245 Madison Avenue

Memphis, TN 38104
