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Patient Name: Procedure: [OPrimary
Patient DOB:
Co-managing: Target: oD 0S

Surgery Date: Month Day Year Surgery Date: Month Day Year
ExamDate: Month Day Year ExamDate: Month Day Year
Post-op Visit: Cd1day [ 2-4week [ 3month Post-op Visit: D1day [2-4week [ 3month
O Doing Well [ Other O DoingWell [ Other
OPMNTID OPMNBID [OATs [ONone OPMNTID OPMNBID [OATs [ONone
UCVA: 20/ UCVA: 20/
MR: 20/ MR: 20/
Cornea: O clear O edema Cornea: O clear O edema
AC: [ deep & quiet O other AC: [ deep & quiet O other
Vault: O Vault: O
Other: Other:
IOP:__mmHg IOP:______mmHg
|IMPRESSION |
O Excellent O Other O Excellent O Other
O Continue Present Management [ Other O Continue Present Management [ Other
ORTC____ [Oday(s) Oweek(s) Omonth(s) Oyear ORTC____ Oday(s) Oweek(s) Omonth(s) Oyear
[ Refer back to Eye Surgeons of Indiana for evaluation [ Refer back to Eye Surgeons of Indiana for evaluation
O Enhancement [ Other O Enhancement [ Other
[ Please Call Patient [ Appt Made / / [ Please Call Patient [ Appt Made / /
Doctor Signature: Date:
Please fax this form to 317.570.7433 to help us continue providing excellent results —m
TEL: 317.841.2020 | FAX: 317.579.7433 EVO Co-Management Report

www.eyesurgeonsofindiana.com F2519-0526
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