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MISSION CENSUS 
1. PATIENTS  
  Number of 

Cases 
Number of medical patients  Adults   
 Pediatric   
Number of surgical patients  Adult   
 Pediatric   
TOTAL NUMBER OF PATIENTS    
 Male  
 Female  
 
2. MANAGEMENT GIVEN  
2A. MEDICAL    Number of 

Cases 
Out-patient consultation  
Refracted   
Referred   

To local ophthalmologist   
To optometrist  

TOTAL NUMBER OF MEDICAL PATIENTS  
 
2B. SURGICAL  Number of 

Cases 
  with IOL w/o IOL 

Cataract Phaco   
 ECCE   
 ICCE   
 SICS   
 Lensectomy   
Strabismus  
Chalazion  
Pterygium  
TOTAL NUMBER OF SURGICAL PATIENTS  

	
3. COMPLICATIONS 
 Number of 

Cases 
None  
Capsular rupture  
Vitreous loss  
Corneal edema  
Iridodyalisis  
Hyphema  
Glaucoma  
Choroidal bleeding  
Expulsive hemorrhage  
Retinal detachment  
Endophthalmitis   
Others:  
  
  
TOTAL NUMBER OF PATIENTS  
 
5. REMARKS/COMMENTS/PROBLEMS  
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