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Patient is: £ Happy   £ Neutral   £ Unhappy

Comments: _____________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Doctor Name____________________________________________________________  Date:���������������������������������

Rev. 2025-02-05   Clinic289

Surgery Post-Op Report

Sioux Falls, SD: (605) 371-7035

West Fargo, ND: (701) 639-7199

Bozeman, MT: (406) 624-6560

Alexandria, MN: (320) 762-8898

Billings, MT: (406) 294-1996

South Sioux City, NE: (531) 625-3940

Omaha, NE: (402) 401-6420

Cedar Rapids, IA: (319) 362-0655

Northern Colorado: (970) 582-1176

FAX TO:

Name____________________________________________________ DOB_________________ Date of Exam_____________________

PATIENT COMMENTS_ _________________________________________________________________________________________

_______________________________________________________________________________________________________________

£ Cataract     £ LASIK     £ PRK     £ Glaucoma     £ Cornea     £ Other���������������������������������������������           

Date of Surgery 

UNCORR DISTANCE VA 20/ 20/

UNCORR INTERMEDIATE VA 20/ 20/

UNCORR NEAR VA 20/ 20/

BEST CORRECTED VA 20/		 20/		

MANIFEST REFRACTION - x - 20/ - x - 20/

IOP mm Hg mm Hg 

SLIT LAMP EXAM £ Normal post-op appearance     £ Abnormal post-op appearance   

Comments:

POSTERIOR SEGMENT £ Unchanged from pre-op exam     £ Changed from pre-op exam   

Comments:

ASSESSMENT

_________________________________________________________

_________________________________________________________

_________________________________________________________

PLAN

£ Follow Vance Thompson Vision recommended drop instructions

£ Other drop instructions�������������������������������������

£ Additional instructions ����������������������������

THIS POST-OP VISIT £ 1 day   £ 1 week   £ 1 month   £ 3 months   £ 6 months   £ 1 year   £ Other:
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