Eye Surgeons

of Indiana

Refractive Surgery Referral Form

PatientName:

DOE:

Patient Phoneg; Referval Date:

Referring Doctor.

Practice Location:

Recommendation:

OLASIK

O FRK.

O EVO Wisian [CL (high mivopia, thinner corneas)
O RLE {hyperopialpreskyapial

Refractive Target:

oD O Distangce O Mear
05 O Distangce O Mear

Contact Lens History:

O Mone O=CL ORGH
OMenovision  ODistance eye: OO0 O0O8
O Multifocal
*Flease droatieast Tweek prior to conauftation, 3 weeks for RGFs

Current Clinical Findings:
Significant Coular/Systemic Conditions: OMone O Other

O Appointment Macle
Date;

0 Please Call Patient To
Schedule Appointment

Partinent Slit Lamp/Fundus Findings: OMone  OOther

oD
Contact Lans Ry

D5

Manifest:

Cycloplagic (1% Cyclogylk

BUVA: 20

Comments:

20

Please fax this form to our Referral Congierge: Fax-317.579.7435 / Ph: 317.8341.2028
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