
Please fax to Turner Eye Institute at                          Signed:________________________________________________ 
(510) 357-6330                                                                               Assessing Doctor 

Refractive Surgery Follow Up 

Assessing Dr.____________________________________________________  

Follow Up Appt. Date___________________________________________ 

Patient Name____________________________________________________   

Surgery Date_____________________________________________________ 
 

Examination 
                                                                                                        OD                                                                            OS 
Visual Acuity without correction                  ______________________________________                  ____________________________________________ 

Refraction                                                              ______________________________________                  ____________________________________________ 

Visual Acuity with above Refraction            ______________________________________                  _____________________________________________ 

Keratometry Readings:  Auto/Manual           _________@________  ________@________                  _________@_________  _________@_____________ 

Intraocular Pressure: AT or NCT                     _______________________________mm Hg                ______________________________________mmHg 

Corneal Status (please check one)                 _______________Clear                                                _______________Clear 

                                                                                       ________________Haze (circle one)                        _______________Haze (circle one) 

                                                                                       Trace/Mild/Moderate/Marked                           Trace/Mild/Moderate/Marked 

Medications: Ocular______________________________________________________________________________________________________________________ 

Advice to Patient:_________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

Questions to Surgeon:____________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

Next Visit planned on:___________________________________________________________________________________________________________________ 

Post-Op Exam 
 
OD          1 ٱ Day                     1 ٱ Week                1 ٱ Month              3 ٱ Months           6 ٱ Months 
 
OS           1 ٱ Day                     1 ٱ Week                1 ٱ Month              3 ٱ Months           6 ٱ Months 
 
History (Include comments re: fluctuating vision, glare, etc.) ____________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________________________________________________________________ 


