
PATIENT INFORMATION

Name_______________________________________________________________________________________ 	

Address______________________________________________________________________________________ 	

Contact info (please check best method)   home phone ________________  work phone___________________ 	

 cell phone ________________________  email_________________________________________________ 	

Occupation______________________________ Date of Birth _______________________ Sex (circle)   M     F
 
PROCEDURE INFORMATION

VAc̄ _________________VAs̄ ____________________Pupil size_________________ Light_________Dark_ ________________ 	

Contact Lens Use (check one)       PMMA        RGP         SCL     Date of last use__________________________________

Current Rx (right eye)_______________________20/____________  (left eye) _______________________ 20/________________

Schirmer's Test (right eye) ___________ (left eye)____________     I.O.P.  (right eye)_________  (left eye)_ ____________________

Keratometry	(right eye)  _________	Flat _________________Steep_________________ Steep Axis_________________________  
	 (left eye)  __________	Flat _________________Steep_________________ Steep Axis_________________________

Manifest Ref (right eye)_ _____________________20/ _________ (left eye) ______________________________ 20/___________

Cyclo Ref (right eye)_________________________20/ _________ (left eye) ______________________________ 20/___________

Slit Lamp (right eye)_________________________20/ _________ (left eye) ______________________________ 20/___________ 	

Fundus (right eye)___________________________20/ _________ (left eye) ______________________________ 20/___________ 	

Significant Medical History___________________________________________________________________________________

_________________________________________________________________________________________________________

Significant Eye History_______________________________________________________________________________________

_________________________________________________________________________________________________________ 	

Current Medications (steroids, etc.)_______________________________________________________________________________

_________________________________________________________________________________________________________

Allergies (medications/solutions)__________________________________________________________________________________

_________________________________________________________________________________________________________

Recommended Procedure (check one)     Right Eye      Left Eye     Both Eyes

_________________________________________________________________________________________________________ 		
Recommended Monovision (check one)     Yes        No

_________________________________________________________________________________________________________

Comments/Concerns_______________________________________________________________________________________

_________________________________________________________________________________________________________

_________________________________________________________________________________________________________ 
SCHEDULING INFORMATIONS

Procedure Date_______________________Pre-Op Date______________________ Referred to___________________________

Doctor's Name (print)________________________________(phone)____________________(fax)_________________________

Signature_____________________________________________________________  Date_______________________________

See every m
om

ent.  ®
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