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EVERGREEN EYE CENTER

Refractive Procedure Post OP Report

Thank you for your referral. Please complete this form and return by mail at your earliest convenience. Items in BOLD we would like
completed to track our surgical outcomes, other data is optional.

1929-2005

Administrator

Patient’s Name: D.0.B: Date of Exam:
Subjective:
Objective: Right Eye Left Eye
John S. Jarstad, MD :
o S s _aEye ey Surgery Performed: [ ] LASIK []ICL ] Other
E:stza\?itsis(;r%egrection Date Of Surgery:
This Post Op Visit: [ ]11Week []1Month []6 Month []1Week: []1Month []6Month
Dean M. Rockey, MD
Board Cerified — Eye M.D. Uncorrected VA: 20/ 20/
Comprehensive Ophthalmology . .
Manifest Refraction: 20/ 20/
Robert C. Groth, MD Keratometry: (] Manual
] Auto
Robert A. Tester, MD oD 0S
CB)ger:grgr?;tr;f:\?e_oiﬁh'\:in[zblogy Comea
Cap Position
Gary W. Chung, MD
Board Certified — Eye M.D. Interface
Cornea & External Diseases
Laser Vision Correction Epithelial Surface
Linda E. Day, MD Fluorescein
Board Certified — Eye M.D.
Vitreoretinal Diseases & Surgery
Bradley A. Frederickson, OD
Optometric Physician
Richard A. Boudreau, COE Conjuctiva
Certified Ophthalmic Executive Anterior Chamber
Lens
IOP L] Air: mm Hg @ mm Hg@
] Applanation
Assessment: Plan:
Patient Satisfaction: [ ] Very Satisfied [ ] Satisfied [ Neutral [] Dissatisfied [ Very Dissatisfied
Physician Name: Signature:
Please Print

Keep the top copy for your records. Fold and mail the back copy to Evergreen Eye Center. | Phone: 206-212-2124 Fax: 206-212-2190
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