
 
 

 

Refractive Surgery Post-Op Report 
 
 
Patient: ________________________________________          Date of Birth: __________________ 
 
Date of Surgery: ____________________                                    Surgery Type:     � LASIK      � PRK 
 
Examining Doctor: ______________________________                         Exam Interval 

           � 1 Day 
Date of Exam: ______________________                                                               � 1 Week                                                                                                                                                                                                                                           
                                                                                                                                   � 1 Month       
Uncorrected VA:     OD   20/_________         OS    20/_________                           � 3-6 Months                                                                                              
  

RIGHT EYE 
Manifest Refraction:   __________ - ___________ X __________     20/___________ 
 

LEFT EYE 
Manifest Refraction:   __________ - ___________ X __________     20/___________ 
 

How would you rate the patient’s satisfaction? 
 

�  Very Satisfied           � Satisfied             � Dissatisfied           � Very Dissatisfied  
 
 

Comments or other pertinent exam findings:  
________________________________________________________________________________

________________________________________________________________________________

________________________________________________________________________________ 
 

A52 Revised: 2/4/2021 

Please Return To: 
Empire Eye Physicians 

Fax 509-928-0784 


	Patient: 
	Date of Birth: 
	Date of Surgery: 
	Examining Doctor: 
	Date of Exam: 
	20: 
	20_2: 
	20_3: 
	20_4: 
	Comments or other pertinent exam findings 1: 
	Comments or other pertinent exam findings 2: 
	Comments or other pertinent exam findings 3: 
	Right Manifest Refraction 1: 
	Right Manifest Refraction 2: 
	Right Manifest Refraction 3: 
	Left Manifest Refraction: 
	Left Manifest Refraction 2: 
	Left Manifest Refraction 3: 
	Surgery Type: Off
	Exam Interval: Off
	Patient Satisfaction: Off


