SightLine

     Ophthalmic

          Associates
             2591 Wexford-Bayne Road, Suite 104,  Sewickley, PA 15143
                                                                                                                                phone 724-933-6143 • fax 724-933-6051             

CATARACT  CONSULT  REQUEST
Patient Name ___________________________________    Date of Birth  ______________                 Appointment Date:
Referring Doctor  ________________________________    Today’s Date  ______________                _______________    

Eye Health History:
Oldest
       R _______________________________   VA _______   Date ___________      

Refraction:           

   



       L _______________________________   VA _______   Date ___________

Vision Difficulty: (caused by cataract)     ( Reading    ( Driving    ( Other:             

CLINICAL FINDINGS:

Current       R ________________________________   VA _______       T: R ________     


Refraction:           


      L ________________________________   VA _______              L ________           


SL:
Cornea



AC



Lens

Fundus: Direct  / Indirect  /  90D lens (please circle)

DIAGNOSIS:

RECOMMENDATIONS:







  
      Suggested Refractive Goal:











      R _____________________












      L _____________________

(  I have discussed Presbyopic IOLs with this patient and he/she is:
(  Not a candidate
(  Ready to move forward with:    ( Crystalens     ( ReStor 3.0     ( Technic MF    ( Specific IOL TBD at SightLine
(  Interested in learning more
(  Not interested in Presbyopic IOLs

(  I have NOT discussed these options.  I would like SightLine to discuss Presbyopic IOLs with the patient.

This patient has chosen to have post-operative care delivered at SightLine/our office (circle one). Once the patient is released to my care, I agree to deliver post-operative management for this patient. I agree to notify SightLine Ophthalmic Associates immediately should complications arise and to provide written progress reports during my portion of the post-operative period. The patient understands that, both I, and the doctors at SightLine Ophthalmic Associates are available during the post-operative period.

______  Report Faxed to SightLine




          Signature _____________________________________
01.06.10  CONSULT REQUEST-CATARACT  -  SLO
