POST-OP REPORT

SUBJECTIVE SPECTACLE RX
OD/MD
PATIENT NAME _DATE oD . X
REFERRING DOCTOR ‘ MEDS: 0S + %
O doing well,‘ no complaint ,
SURGERY: O discomfort / photophobia ADD: +
OO0 OD DATE O blurred  vision
O 0S DATE O flashes / floaters
OD
POST-OP VISIT: K OS
OBJECTIVE
DAY 1 2 '3 4 5 67 8 9 10 M 12
OD=0 WEEK 1 2 3 4 5 6 8 9 10 M 12
0S=X MONTH 1 2 3 4 5 7 8 9 10 M 12
VISUAL ACUITY REFRACTION
Unaided OD 20/ Pinhole OD 20/ oD 20/ PH
0S 20/ 0s 20/ 0s 20/ PH
I oD
0Ss
SLIT LAMP EXAM -
PUPIL CORNEA CONJ WOUND ANTERIOR CHAMBER
OD 0S OD Os OD 0Os OD Os OD 0Ss
O O round, reactive O [ clear O 0O normal post-op O O tightt normal O O quiet
other O O normal O O injection O O other O o (1:1+2+3+ 4+ cell /flare
post-op O L chemosis O O hypopyon
O O striae O [ subconj heme O O other
O O edema
[0 [0 other:
IOL STATUS POSTERIOR CAPSULE ANTERIOR VITREOUS RETINA
OD 0S OD 0S OD 0S8 OD 0OS
O Ocentered in pupil O O clear / open 0O O clear - O O normal
O [Oother O 0O fibrosis, pearls O O cells O [0 macular edema
O 0O haze O O PvD O [0 ARMD
0 O periphery changes
oD 0S 0 [0 other
ASSESSMENT i
O O normal healing
O O other
PLAN Oob O Shield h.s.
1. Medication: Ooos O Shield h.s. Oob Oo0s
%. (Iz)ct)#ow-up: [ routine post-op care O refraction [ddays [Oweeks []mo. with: JOD office OECC
i er:
If pain and/or decrease in vision or field
develops, an immediate consultation is
ECC Appt: O.D. Appt: indicated to speak with an ECC doctor.
Signature: (812) 426-2020 or (800) 461-3937
White copy: ECC + Yellow copy : retain for your records




