LASIK POST-PROCEDURAL CARE FORM

Fax this form to

© SightMD’

Pat|ent Name: eye doctors eye surgeons 631'393'8538
Co-Managing Contact Person: [1Doctor  []Assistant
Co-Managing Doctor: Email: Phone: Fax:
RIGHT EYE LEFT EYE
Procedure Date: Procedure Date:
Procedure Type: Primary LASIK Enhancement Procedure Type: Primary LASIK Enhancement
Original RX: Original RX:
Original BCVA: 20/ Age: Aim:_____ Plano:___ Mono:____ Original BCVA: 20/ Age:____ Am:____ Plano:___ Mono:____
EXAM EXAM
Date: CircleOne: Day 1 Week 123 Month 1236912 Date: CircleOne: Day 1 Week 123 Month 1236912
PT Remarks: PT Remarks:
MEDS: Circle: Qihr QD TID BID QD NiL MEDS: Circle: Qihr QD TID BID QD NiL
Circle: Qthr QD TID BID QD NiL Circle: Qihr QD TID BID QD NiL
UCVA: 20/____ ( blurry / glare / double / fluctuates ) UCVA: 20/ ( blurry / glare / double / fluctuates )
AUTO REFRACTION: AUTO REFRACTION:
REFRACTION: ( wet / dry ) 20/ REFRACTION: ( wet / dry ) 20/
LASIK Corneal Flap: (circle) LASIK Corneal Flap: (circle)
Position:  [excellent [dislodged [ striae Position: [Jexcellent [dislodged [ striae
Clarity: ~ clear Cedema O haze Clarity: ~ Oclear Cedema O haze
Interface: [ clear O opacities [ Epi. ingrowth Interface: [ clear [J opacities [ Epi. ingrowth
Edges: Ismooth [ rolled [ eroded Edges: CIsmooth [ rolled [ eroded
IOP ( after 1 week / applanation ): mmHg IOP ( after 1week / applanation ): mmHg
Doctor comments: O excellent [ stable Cenhancement Doctor comments: Cexcellent [stable CJenhancement

Enhancement:  [Imyopia / hyperopia / cylinder / epithelial ingrowth / central island
[J SightMD to contact patient L] Patent will call SightMD
Treatment:

Follow-up: [ with Co-Managing Doctor
Nextvisitin: 12 3 4 56

[ with SightMD
weeks / months

Comments:

Enhancement:  [Jmyopia / hyperopia / cylinder / epithelial ingrowth / central island
[J SightMD to contact patient L1 Patent will call SightMD
Treatment:

Follow-up: [ with Co-Managing Doctor
Nextvisitin: 12 3 4 56

[ with SightMD
weeks / months

Doctor Signature:

Date:




