SightLine Laser Eye Center, LLC
_______ DAY / WEEK / MONTH POST-PROCEDURE REPORT (OPTIONAL)


Treatment:
________ Primary
________ Enhancement
Patient name ____________________________________________________ 

Date _____________________

Uncorrected VA 
OD: 
20 / ________




OS: 
20 / ________

Refraction

OD:
_______________________________________________          VA  20 / _____________




OS:
_______________________________________________          VA  20 / _____________

Have there been any complications or unanticipated events?

OD:
_____ NO _____ YES

If yes, explain and describe treatment.




OS:
_____ NO _____ YES

Is the patient experiencing any:


  OD:



  OS:

Ocular surface irritation?


_____ NO  _____ YES

_____ NO  _____ YES

Night time glare?


_____ NO  _____ YES

_____ NO  _____ YES

Shadowy or Blurred images?

_____ NO  _____ YES

_____ NO  _____ YES


If yes, please explain:

How would you rate the patient’s satisfaction with LVC?
OD:
1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10









OS:
1 – 2 – 3 – 4 – 5 – 6 – 7 – 8 – 9 – 10

Additional comments:

Revised DECEMBER 2005  UNDATED POST (OPTIONAL)  SightLine Laser Eye Center, LLC
Dr. Signature __________________________________
If you would like to report any of your findings or request a review of patient information at any time, please mail or fax this form to SightLine (724) 933-6051.  This form is not required.








