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Shorel;e/wsion POST OP CLEAR LENS
i Co T L EXCHANGE ASSESSMENT REPORT
Procedure: Monofocal Toric IOL ReSTOR IOL CrystaLens IOL
PATIENT INFORMATION
NAME DATE DOB /| /|
SURGEON CO-MANAGING DOCTOR

(CIRCLEONE ) RIGHTEYE LEFTEYE BOTHEYES

(CIRCLE ONE)  THIS VISIT DAYS WEEK 1 MONTH
VISION ASSESSMENT
UNCORRECTED VISION: OD 20/ OS 20/
BEST CORRECTED VISION: OD 20/ OS 20/
MANIFEST REFRACTION: OD
OS
EXAM
[.O.P READING: OD OS
SLIT LAMP: OD
OS
OCULAR MEDICATION (AFTER THIS VISIT) please indicate dosage:
MEDS PRED FORTE ZYMAR ACULAR LS
RIGHT EYE
LEFT EYE
COMMENTS
EXAMINING DOCTOR DATE
SIGNATURE PLEASE FAX TO: 231-733-0566

www.shorelinevision.com



