PRE-OP FORM

KelownalaserVisioni

Patient, DOB Date of Exam

Pts. Address, Telephone,

Medical History

Medications

Ocular History

Contact Lens History

Uncorrected oD 20/ 0S 20/

Current Glasses 0D X 20/ 0S X 20/
Subj. Refraction 0D X 20/ 0s X 20/
Cycloplegic 0D X 20/ 0S X 20/
(as needed)

Keratometry oD @ X 0s @ X

I0P oD 0s

Binocularity ] Normal [ Abnormal: Reason

Monovision [J Not discussed [J piscussed (if patient is over 40 years old)

Dominant Eye 1 op [ os

Anterior Segment / Slit Lamp

] cornea clear
] Lensclear
1 Abnormal changes

Fundus Exam [ pilated (LASIK) ] Non-Dilated
|:| Normal
O Abnormal changes

Dr.’s Comments

Referring Doctor, Address

Phone Fax

phone: (250) 979-3937 fax: (250) 762-5939 toll free: 1-800-313-5113
#1 ~ 2918 Tutt Street, Kelowna, BC V1Y 8Z5 www.kelownalaservision.com



