SightLine Laser Eye Center, LLC
enhancement evaluation 


Affiliate Name: _____________________________________________    Office Phone: _________________________________      

Patient Name: _____________________________________________     Procedure Date: _______________________________   

Address: _________________________________________________      Sex:   _____M     _____F    D.O.B.: ________________

City: _________________________ State: ______  Zip: ___________       Home Phone:  (          )__________________________

Occupation: ___________________________________________     Work or Cell Phone:  (          )_________________________

     Previous SightLine Patient
New Patient: 
Original Procedure Date: _____________________




Location: _______________________________________________

Original Procedure Type:       OD:    _____ PRK      _____ LASIK     _____ AK     _____ RK     _____ INTACS     _____ Epi-LASIK



           OS:    _____ PRK      _____ LASIK     _____ AK     _____ RK     _____ INTACS     _____ Epi-LASIK
ORIGINAL PRESCRIPTION: 
OD: 
Sphere ___________________ Cyl. ________________ Axis _____________

(Prior to Initial Procedure)




OS:
Sphere ___________________ Cyl. ________________ Axis _____________

Reason for Enhancement:


Are there any HEALTH CONDITIONS or CURRENT MEDICATIONS which may adversely impact this patient’s outcome or long term ocular health? 

          Yes
No
If yes, list and explain:

Does the patient have ALLERGIES TO MEDICATIONS including analgesics, that might be used for this procedure?

     Yes             No

If yes, list:

Are there any past or present OCULAR CONDITIONS, revealed by dilated exam or history, which may adversely impact this patient’s outcome or long term ocular health?

     Yes
     No
      
  Basement Membrane Dystrophy      Yes
No

If yes, list and explain:

Does this patient have a DRY EYE CONDITION?
    Yes 
  No

If yes, explain:

Patient Name: ___________________________________________________________

Has patient recently been wearing CONTACT LENSES?         Yes          No
Type _________________________

Has the patient achieved REFRACTIVE STABILITY?              Yes          No

Visual Acuity:                                                                                                    Pupil Size:


By Scotopic Pupilometer        Yes          No

               (optional)


Uncorrected Acuity
   Best Corrected
Dim light
Normal light


Less Than

OD  20/ ________
20/400
OD  20/ ________
OD______mm
OD______mm


Less Than

OS  20/ ________
20/400
OS  20/ ________
OS______mm
OS______mm

Having evaluated both the cycloplegic and manifest refractions, the BASE TREATMENT PRESCRIPTION to use is:


OD Sphere ___________________ Cyl. ______________ Axis _____________


OS Sphere ___________________ Cyl. ______________ Axis _____________

Desired OUTCOME: (This will be added to or subtracted from the above prescription to achieve the desired outcome.)


OD
Emmetropia 
Myopia     If so, what power? ___________________


OS
Emmetropia 
Myopia     If so, what power? ___________________


TOPOGRAPHY Enclosed:      Yes       No
PACHYMETRY        OD ___________        I.O.P.       OD __________

  (optional)


                                 (optional)


       OS ___________
                    OS __________

KERATOMETRY:
OD________________ @ ______________deg. by______________ @ _______________deg




OS________________ @ ______________deg. by______________ @ _______________deg

    Yes       No     Has the patient requested or do you feel the patient would benefit from VALIUM prior to the procedure?

    Yes       No     Patient given Rx for ZYMAR.

    Yes       No     CONSENT FORM risks and expectations reviewed with patient & copy of  consent form given to patient.

     Yes      No     I plan to be AT THE CENTER with my patient.

     Yes      No     I PLAN TO CONTACT MY PATIENT the evening of the procedure.

     Yes      No      I would like the Center STAFF TO CONTACT MY PATIENT the evening of the procedure.

     Yes      No      Patient given pre-PROCEDURE instructions and DIRECTIONS to Center.

Comments:

Doctor’s Signature _______________________________________________              Date of Office Exam: ___________________
Revised 8/25 2010  ENHANCEMENT EVALUATION  SightLine Laser Eye Center LLC
Please complete this evaluation form and mail the original to the Center as soon as possible.











