[image: image1.jpg]Fet Il AeEp
| » lu' Lle =AJEIN

- Fin AsiK




 PRE-OPERATIVE REPORT
	 Patient Name: ___________________________
	Sex: ____   DOB: ___________
	   Age:  ______

	
Co-Managing Doctor:   _____________________
                                            
OD
	
Consult Date: ________ Pre-op Date:  ________
 
OS

	REFRACTIVE DATA
	

	
UCDVA: ____________
	
UCNVA: ____________
	
UCDVA: ____________
	
UCNVA: ____________

	
                           sphere             cyl             axis   


Refraction

20/


       Cyclo


20/

                       Add: __________

	
                           sphere             cyl             axis   


Refraction

20/

       Cyclo


20/



	
	
                       Add: __________


	    
Current   Glasses

20/


	     
Current Glasses

20/



	 
  Date of SRX: _________ Single/PAL  Add: _________

	 



	DIAGNOSTIC TESTING
	

	
Topo: Regular / Irregular
	
 Pach (central): _________
	
Topo: Regular / Irregular
	
 Pach (central): _________

	
K’s: _______________________  Pupil (dim): _________

	
K’s: _______________________  Pupil (dim): _________

	
Dominant Eye: R / L     Dist. Cover Test: _________     APD: + / -     EOM’s: __________    Visual Field: __________

	
Trop/Cyclo _________ ( Dilation Effects Discussed   Other:  __________________________​​​​__________________


	OCULAR HEALTH
	
	

	
	
Check Box If Normal
	

	
	  
	
Lids
	
	

	
	  
	Conjunctiva
	
	

	
	
	Tear Layer
	
	

	
	
	Cornea
	
	

	
	
	Lens
	
	

	
	
	ONH
	
	

	
	
	Macula
	
	

	
	
	Retina
	
	

	
	​       ______mmHg    IOP     ______mmHg

	

	SURGICAL PLAN
	

	
DOS:__________

	            Bilateral: Y / N
	Monovision: Y / N
	         Initial / Enhance
	LASIK / SMILE / PRK

	
(DLI Use Only)

DOS MR: ________________________________ 20/

	
DOS MR: ________________________________ 20/


	
Attempted Target:  __________________________
	
Attempted Target:  __________________________




ASSESSMENT / PLAN:  _____________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________       


Time Out of CL Before Consult:________ Pre-op:________ DOS:________     Doctor’s Signature
	
PLEASE FAX TO 303-793-3008 AT LEAST 2 DAYS PRIOR TO SURGERY
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