
 
 

 

YAG Laser Post-Op Report 
 
Patient________________________________________ DOB: _____________ MRN: ___________ 
 
Procedure Date: __________________________________  � OD           � OS 
 
Surgeon: ________________________________________        
 
Co-Managing Doctor: ______________________________ 
 
Examination Date: ____________________  Post-Op: __________ Days 
 
VA s RX: ___________________________  c Rx: _______________________ 
 
 
Anterior Segment  � WNL 
Comments:  
 
 
 
 
 
 
_________________________________________________  _____________________ 
Staff Signature         Date 

 
 
A21  Revised: 1/17/2021 

Please Return To: 
Empire Eye Physicians 

Fax 509-928-0784 
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