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REFRACTIVE SURGERY
PRE-OPERATIVE REPORT

Patient:          Age:                Date:
Address:           City:         State:       Zip:
Phone: hm. (         )             wk: (          )         Occupation:
Referring Optometrist:
Procedure Discussed With Patient:           Excimer Laser PRK               LASIK                Radial Keratotomy

    YES

    NO

I wish to assist in the post-operative management
of this patient.  I understand that The Eye Center Group
will reduce their surgical fee and that I will bill the
patient directly for my services rendered.

I do not wish to assist in the post-operative management
of this patient

O.D. Signature:

I have discussed, and understand that I will be
co-managed between The Eye Center Group
and my doctor of Optometry.  I understand that
I will be billed directly by my optometrist for
post-operative services.

Patient Signature:

PRE-OPERATIVE EXAMINATION
RX is  years old.  Stable?           Yes           No

Habitual OD           20/        OD         /          @
 K’s

Visual OS           20/        OS         /      @

Acuity OD           20/       OD
 Cycloplegic

Manifest OS           20/       OS

Slit Lamp Examination
OD  OS

Clear  Clear
Pathology  Pathology

Comments:   Comments:

Fundus Examination:
OD  OS

Normal  Normal
Abnormal  Abnormal

Comments:         Comments:

Contact lens Use:   Yes    No   Date Last Worn:
(circle one)  PMMA  RGP  SCL               TORIC       EWSCL

Recommended for Monovision?  Yes  Undercorrect OD / OS by:   Diopters   No

Medical History:  Yes No
Uncontrolled Vascular Diseases or Auto-Immune Diseases (Lupus, Rheumatoid Arthritis, Ulcerative Collitis, etc.)

Patient is pregnanat or nursing

Patient or Family History of Keratoconus

History of Herpes Simplex Virus or Herpes Zosler

Signature:  O.D.


