                                    Laser Treatment Form

Date & Time of Treatment:______________________  Gender  M / F     Age:_________

Patient Name:______________________________   DOB:____________________

Surgeon:____________________________ Co-Managing OD:____________________
Eye to be treated:   OD      OS     OU    Procedure:  Lasik     Enhancement   PTK   PRK


OD





                OS

	VA w/o correction______________

Rx w/correction_________________= 20/    

Manifest _____________________= 20/       

Cyclo________________________= 20/       
A/R_________________________= 20/  
Sph equiv____________________ = 20/  

Pachymetry: ________________

Manual K’s: (min) _________ @ _______

                         (max) _________ @ _______

Topo K’s :    (min) _________ @ _______

                         (max) _________ @ _______


	VA w/o correction______________

Rx w/correction_________________= 20/    

Manifest _____________________= 20/       

Cyclo________________________= 20/       
A/R_________________________= 20/  
Sph equiv____________________ = 20/  

Pachymetry: ________________

Manual K’s: (min) _________ @ _______

                         (max) _________ @ _______

Topo K’s :    (min) _________ @ _______

                         (max) _________ @ _______




Pupil Diameter:  Dim_____mm  Bright_______mm         

   Dim________mm   Bright___________mm
Vertex Distance___________________                                                         Vertex Distance_________________

Laser Input: ________________________                          Laser Input:________________________
	Laser parameters:
Optical zone: 6.5  6.0  5.5

Depth: 110 120 130 140

Flap Diameter: 8.5  9.0


Signature of Surgeon:________________________________________________ Date:_____________________

