
PATIENT  NAME__________________________ 

DOB _________    PROCEDURE DATE_________ 

OPTOMETRIST __________________________ 

SURGEON___________________________ 

PRESENT MEDICATIONS      OD       OS 
 NO MEDS    
BCL   ____________ 
PRED-MOXI COMBO              ____________ 
ANTIBIOTIC   ____________ 
STEROID      ____________ 
NSAID        ____________ 
ARTIFICIAL TEARS    ____________ 
OTHER __________        ____________ 

 EXAM DATE________________________ 
  OD       OS     OU 

LASIK 

PRK 

ENHANCEMENT 

VISIT 
1 DAY 

1 WEEK 

1 MONTH 

3 MONTH 

6 MONTH 

1 YEAR 

SLIT LAMP EXAM 

OD     

CLARITY 
CLEAR EDEMA HAZE INFILTRATES 

POSITION 
EXCELLENT STRIAE DISLODGED 

EDGE 
SMOOTH ROLLED ERODED 

INTERFACE 
EXCELLENT OPACITIES EPITHELIAL 

INGROWTH 

 DLK      GRADE ______ 
     EPI DEFECT % _____ 

OS 
CLARITY 

CLEAR EDEMA HAZE INFILTRATES 

POSITION 
EXCELLENT STRIAE DISLODGED 

EDGE 
SMOOTH ROLLED ERODED 

INTERFACE 
EXCELLENT OPACITIES EPITHELIAL 

INGROWTH 

CLINICAL DATA   
DISTANCE VISION UNCORRECTED 

OD _________ OS __________  OU_________ 

NEAR VISION UNCORRECTED 

OD _________ OS __________ OU_________ 

MANIFEST REFRACTION 

OD _______________________  20/_______ 

OS _______________________  20/_______ 

ADD _____________________ 

KERATOMETRY READINGS 

OD __________    __________    X ________ 

OS __________  __________    X ________ 
  FLAT      STEEP  STEEP AXIS 

  DLK      GRADE _________ 
      EPI DEFECT % _____ 

NOTES & INSTRUCTIONS 

DOCTOR SIGNATURE______________________ 

PLEASE CHECK HERE IF AN ENHANCEMENT 
IS ANTICIPATED .  
PLEASE COMPLETE AN EVALUATION FORM FOR 
ENHANCEMENTS. 

PLEASE FAX THIS COMPLETED FORM TO 
517-817-0141

IF YOU REQUIRE A RETURN PHONE CALL ON THIS 
PATIENT PLEASE CHECK HERE .   

PATIENT DISPOSTIION: 
 VERY HAPPY    SATISFIED     DISSATISFIED 
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