PRK APPLICATION FORM – USAF WARFIGHTER PROGRAM

(Read instructions before filling out application – NOT FOR USE BY AVIATION/SPECIAL DUTY (A/SD))

[image: image1.wmf]Instructions:

1. Print or type all information in sections 1 and 2 on both pages of this form. 

2. Enter all dates in the format dd/mmm/yyyy (05/Sep/2000).

3. Prior refractive dates should be taken from the most recent annual eye exams.

4. Applicant must discontinue contact lens wear for a minimum of 30 days prior to obtaining baseline corneal

     topography. Patient will not be referred to a laser center until corneal stability is demonstrated.

5. Make file copies and mail original completed forms, original corneal topography (must be in absolute tangential or axial 

    scale in 0.50D increments), and supporting documentation to the preferred center for treatment.

6. Incomplete forms will be returned. Please allow three weeks for processing.

7. You will be notified as to status of your acceptance for PRK, usually by e-mail.

Mailing Address

Lackland AFB

554-2313

554-2010

59MDW/MCST, 2200 Bergquist Drive, Suite 1, Lackland AFB, TX  78236-5300

Wright-Patterson AFB

986-0973

986-0970

PRK Laser Surgery Center (4W), 74th Med Gp, 4881 Sugar Maple Dr, Wright-Patterson AFB, OH  45433-5529

USAF Academy

333-9771

333-9646

USAFA Laser Clinic, 4106 Pinion Dr, Suite 100, USAF Academy, CO  80840-4000  

Travis AFB

799-3529

799-3166

60 MDG/SGCXE, 101 Bodin Circle, Travis AFB, CA  94535-1800

Keesler AFB

81 MSGS/SGCQE, 301 Fisher St, Suite 107, Keesler AFB, MS  39534-2576

1. TO BE COMPLETED BY APPLICANT:

Date of Application:

(Format: dd/mmm/yyyy)

a. Last Name:

First Name:

MI:

Suffix:

b. SSN:

c. Date of Birth:

d. Age:

         /          /

e. Sex: 

M

f. Grade (E-/O-):

g.  Primary AFSC:

h. Duty

Active         AFRes

i. MAJCOM:

F

    Status:

ANG           Other

j.  Applicant's Duty Address:

l. Applicant's Home Address:

Street:

City:

State:

k. Duty

(          )              - 

(Commercial)

Zip:

Country:

    Phone:

(          )              - 

(DSN)

 Phone: 

(          )              - 

(          )              - 

(FAX)

    Duty email:

 Home email:

m. Unit

n.  Requested laser center:

o. Signature:

MANDATORY QUESTIONS:

Your initials indicate you completely understand the statement or question.  If you don't  understand, ask your local eye care clinic for help.

1.  Have you ever been on aviation or special duty status, i.e. issued AF Form 1042 or records kept in flight medicine?  

(If so, STOP!  Contact your FSO to determine if you need to complete an A/SD application.)  

Yes

No

Init:

2.  I understand that PRK may not correct all of my myopia, hyperopia, or astigmatism and that I may still need to wear glasses or  

contact lenses after PRK for best correction of my vision.  

Init:

3.  Furthermore, I understand there is a chance I cannot be fit with contact lenses after PRK.  

Init:

4.  I understand that reading glasses may be needed after PRK, even if not needed now.

Init:

5.  I understand there is a small risk of not meeting relevant vision standards after PRK.  As a result, I may be disqualifed 

permanently from certain career fields or even continued military service.

Init:

6.  I understand that during my evaluation at a DoD laser center, I may be disqualified as a PRK candidate and will not be treated. 

The final decision will be made by my surgeon.

Init:

7.  If I am disqualifed as a PRK candidate, I am not eligible for reimbursement of expenses incurred for travel to/from the DoD laser 

center, including, but not limited to, travel, meals, and lodging.   (This does not apply if I am unit-funded.)  

Init:

8.  Any history of eye injury or other eye history that might impact PRK?

Yes

No

Name of Applicant (Last, First, MI):

SSN of Applicant:

DoD Centers

/

/

FAX (DSN)

DSN



PRK APPLICATION FORM – USAF WARFIGHTER PROGRAM

[image: image2.wmf]2. TO BE COMPLETED BY MILITARY OPHTHALMOLOGIST/OPTOMETRIST: (CIVILIAN EXAM NOT ACCEPTABLE)

a. OCULAR EXAMINATION:

b1. CONTRAINDICATIONS/WARNINGS (

per FDA)

 :

1. Date: (Format: dd/mmm/yyyy)

 1. > 0.50 D change in sphere or cyl. in past 12 mo.

No/ Yes/ Unkn

2. 

Uncorrected

 Visual Acuity: 

Dist

Near

 2. Pregnant / nursing 

No/ Yes/ Unkn

OD

20/

20/

 3. Autoimmune disease/Immunodeficiency

No/ Yes/ Unkn

OS

20/

20/

 4. Diabetes mellitus

No/ Yes/ Unkn

3. Current Spectacle Prescription:

Date:

         /          /

 5. Keratoconus or corneal irregularity

No/ Yes/ Unkn

OD

-

x

=20/

 6. History of HSV / HZV keratitis

No/ Yes/ Unkn

OS

-

x

=20/

 7. Current use of:  

If previous use, date of last dose:

4. Manifest Refraction:

Date:

         /          /

Accutane (Isotretinoin)

No/ Yes

OD

-

x

=20/

Imitrex (Sumatriptan)

No/ Yes

OS

-

x

=20/

Cordarone (Amiodarone)

No/ Yes

5. Cycloplegic Refraction: (1% cyclopentolate)

Date:

         /          /

Steroids

No/ Yes

OD

-

x

=20/

 8.  Severe dry eyes or severe atopic disease

No/ Yes/ Unkn

OS

-

x

=20/

 9.  Glaucoma 

No/ Yes/ Unkn

6. Prior Refraction #1

Date:

         /          /

10. Visually significant cataract

No/ Yes/ Unkn

OD

-

x

=20/

11.  Active ophthalmic disease

No/ Yes/ Unkn

OS

-

x

=20/

12.  Corneal NV > 2 mm from limbus

No/ Yes/ Unkn

7. Prior Refraction #2

Date:

         /          /

13.  Electronic pacemaker or similar cardiac device

No/ Yes/ Unkn

OD

-

x

=20/

14.  Hx of refractive surgery other than PRK 

No/ Yes/ Unkn

OS

-

x

=20/

b2.  CONTRAINDICATIONS/WARNINGS 

(per WF policy) 

:

8. SLIT LAMP EXAMINATION:

(Circle one; if ABNL, state why)

 1. Age < 21

No/ Yes/ Unkn

OD: 

NL / ABNL

 2.  IOP > 22 or disorder predisposing to glaucoma

No/ Yes/ Unkn

OS: 

NL / ABNL

 3. Thyroid disease

No/ Yes/ Unkn

9. DILATED FUNDUS EXAMINATION:

Date:

         /          /

c.  OTHER CONSIDERATIONS: 

(Make comments in block below.)

 (Circle one; if ABNL, state why)

1.  Other pertinent ocular history?  

Yes

No

OD: 

NL / ABNL

2.  Hx of trauma that might impact PRK?

Yes

No

OS: 

NL / ABNL

3.  Corneal scars in central 8 mm of cornea?

Yes

No

10. TOPOGRAPHY

 (See Instruction 4 and 5, Section 1):

4.  Unrealistic expectations?

Yes

No

(Circle one; if ABNL, state why)

Date:

         /          /

5.  In your professional opinion, is this patient a good candidate

OD: 

NL / ABNL

     for PRK?

Yes

No

OS: 

NL / ABNL

Number of days contact lenses not worn prior to CT:

     knowledge,  a PRK-certified eye care provider will be available for 

11. KERATOMETRY:

Date:

         /          /

     this patient's post-op care for the next year.

Yes

No

Current:  (DIOPTERS)

Mires Regular?

Yes

No

d.  ADDITIONAL COMMENTS 

(attach add'l sheet as needed)

:

OD: 

@

/

@

OS: 

@

/

@

12.  CONTACT LENSES:

e. Mailing Address of Ophthalmologist/Optometrist:

None

Hard/RGP

Soft

Unit:

13. Scotopic Pupil Size

 (complete per laser center requirements):

Street:

Method 1

Colvard

Keeler

Base:

OD

mm

Humphrey VF Tester

State/APO:

Zip:

OS

mm

Autorefractor

Other 

Country:

PD Ruler or Rosenbaum card

Phone: 

(          )              - 

(Commercial)

Method 2

Colvard

Keeler

(          )              - 

(DSN)

OD

mm

Humphrey VF Tester

(          )              - 

(FAX)

OS

mm

Autorefractor

Other 

f. Name/Rank/Duty Title:

PD Ruler or Rosenbaum card

(please stamp or print)

14.  PACHYMETRY

 (if capability available locally):

OD

microns

g. Signature of Referring Provider:

OS

microns

OD

     

Name of Applicant (Last, First, MI):

SSN of Applicant:

MD



6.  I am a PRK-certified eye care provider.  To the best of my 

/

/



(Read instructions before filling out application – NOT FOR USE BY AVIATION/SPECIAL DUTY (A/SD))
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[image: image3.wmf]2. TO BE COMPLETED BY MILITARY OPHTHALMOLOGIST/OPTOMETRIST: (CIVILIAN EXAM NOT ACCEPTABLE)

a. OCULAR EXAMINATION:

b1. CONTRAINDICATIONS/WARNINGS (

per FDA)

 :

1. Date: (Format: dd/mmm/yyyy)

 1. > 0.50 D change in sphere or cyl. in past 12 mo.

No/ Yes/ Unkn

2. 

Uncorrected

 Visual Acuity: 

Dist

Near

 2. Pregnant / nursing 

No/ Yes/ Unkn

OD

20/

20/

 3. Autoimmune disease/Immunodeficiency

No/ Yes/ Unkn

OS

20/

20/

 4. Diabetes mellitus

No/ Yes/ Unkn

3. Current Spectacle Prescription:

Date:

         /          /

 5. Keratoconus or corneal irregularity

No/ Yes/ Unkn

OD

-

x

=20/

 6. History of HSV / HZV keratitis

No/ Yes/ Unkn

OS

-

x

=20/

 7. Current use of:  

If previous use, date of last dose:

4. Manifest Refraction:

Date:

         /          /

Accutane (Isotretinoin)

No/ Yes

OD

-

x

=20/

Imitrex (Sumatriptan)

No/ Yes

OS

-

x

=20/

Cordarone (Amiodarone)

No/ Yes

5. Cycloplegic Refraction: (1% cyclopentolate)

Date:

         /          /

Steroids

No/ Yes

OD

-

x

=20/

 8.  Severe dry eyes or severe atopic disease

No/ Yes/ Unkn

OS

-

x

=20/

 9.  Glaucoma 

No/ Yes/ Unkn

6. Prior Refraction #1

Date:

         /          /

10. Visually significant cataract

No/ Yes/ Unkn

OD

-

x

=20/

11.  Active ophthalmic disease

No/ Yes/ Unkn

OS

-

x

=20/

12.  Corneal NV > 2 mm from limbus

No/ Yes/ Unkn

7. Prior Refraction #2

Date:

         /          /

13.  Electronic pacemaker or similar cardiac device

No/ Yes/ Unkn

OD

-

x

=20/

14.  Hx of refractive surgery other than PRK 

No/ Yes/ Unkn

OS

-

x

=20/

b2.  CONTRAINDICATIONS/WARNINGS 

(per WF policy) 

:

8. SLIT LAMP EXAMINATION:

(Circle one; if ABNL, state why)

 1. Age < 21

No/ Yes/ Unkn

OD: 

NL / ABNL

 2.  IOP > 22 or disorder predisposing to glaucoma

No/ Yes/ Unkn

OS: 

NL / ABNL

 3. Thyroid disease

No/ Yes/ Unkn

9. DILATED FUNDUS EXAMINATION:

Date:

         /          /

c.  OTHER CONSIDERATIONS: 

(Make comments in block below.)

 (Circle one; if ABNL, state why)

1.  Other pertinent ocular history?  

Yes

No

OD: 

NL / ABNL

2.  Hx of trauma that might impact PRK?

Yes

No

OS: 

NL / ABNL

3.  Corneal scars in central 8 mm of cornea?

Yes

No

10. TOPOGRAPHY

 (See Instruction 4 and 5, Section 1):

4.  Unrealistic expectations?

Yes

No

(Circle one; if ABNL, state why)

Date:

         /          /

5.  In your professional opinion, is this patient a good candidate

OD: 

NL / ABNL

     for PRK?

Yes

No

OS: 

NL / ABNL

Number of days contact lenses not worn prior to CT:

     knowledge,  a PRK-certified eye care provider will be available for 

11. KERATOMETRY:

Date:

         /          /

     this patient's post-op care for the next year.

Yes

No

Current:  (DIOPTERS)

Mires Regular?

Yes

No

d.  ADDITIONAL COMMENTS 

(attach add'l sheet as needed)

:

OD: 

@

/

@

OS: 

@

/

@

12.  CONTACT LENSES:

e. Mailing Address of Ophthalmologist/Optometrist:

None

Hard/RGP

Soft

Unit:

13. Scotopic Pupil Size

 (complete per laser center requirements):

Street:

Method 1

Colvard

Keeler

Base:

OD

mm

Humphrey VF Tester

State/APO:

Zip:

OS

mm

Autorefractor

Other 

Country:

PD Ruler or Rosenbaum card

Phone: 

(          )              - 

(Commercial)

Method 2

Colvard

Keeler

(          )              - 

(DSN)

OD

mm

Humphrey VF Tester

(          )              - 

(FAX)

OS

mm

Autorefractor

Other 

f. Name/Rank/Duty Title:

PD Ruler or Rosenbaum card

(please stamp or print)

14.  PACHYMETRY

 (if capability available locally):

OD

microns

g. Signature of Referring Provider:

OS

microns

OD

     

Name of Applicant (Last, First, MI):

SSN of Applicant:

MD



6.  I am a PRK-certified eye care provider.  To the best of my 

/

/



[image: image4.wmf]Instructions:

1. Print or type all information in sections 1 and 2 on both pages of this form. 

2. Enter all dates in the format dd/mmm/yyyy (05/Sep/2000).

3. Prior refractive dates should be taken from the most recent annual eye exams.

4. Applicant must discontinue contact lens wear for a minimum of 30 days prior to obtaining baseline corneal

     topography. Patient will not be referred to a laser center until corneal stability is demonstrated.

5. Make file copies and mail original completed forms, original corneal topography (must be in absolute tangential or axial 

    scale in 0.50D increments), and supporting documentation to the preferred center for treatment.

6. Incomplete forms will be returned. Please allow three weeks for processing.

7. You will be notified as to status of your acceptance for PRK, usually by e-mail.

Mailing Address

Lackland AFB

554-2313

554-2010

59MDW/MCST, 2200 Bergquist Drive, Suite 1, Lackland AFB, TX  78236-5300

Wright-Patterson AFB

986-0973

986-0970

PRK Laser Surgery Center (4W), 74th Med Gp, 4881 Sugar Maple Dr, Wright-Patterson AFB, OH  45433-5529

USAF Academy

333-9771

333-9646

USAFA Laser Clinic, 4106 Pinion Dr, Suite 100, USAF Academy, CO  80840-4000  

Travis AFB

799-3529

799-3166

60 MDG/SGCXE, 101 Bodin Circle, Travis AFB, CA  94535-1800

Keesler AFB

81 MSGS/SGCQE, 301 Fisher St, Suite 107, Keesler AFB, MS  39534-2576

1. TO BE COMPLETED BY APPLICANT:

Date of Application:

(Format: dd/mmm/yyyy)

a. Last Name:

First Name:

MI:

Suffix:

b. SSN:

c. Date of Birth:

d. Age:

         /          /

e. Sex: 

M

f. Grade (E-/O-):

g.  Primary AFSC:

h. Duty

Active         AFRes

i. MAJCOM:

F

    Status:

ANG           Other

j.  Applicant's Duty Address:

l. Applicant's Home Address:

Street:

City:

State:

k. Duty

(          )              - 

(Commercial)

Zip:

Country:

    Phone:

(          )              - 

(DSN)

 Phone: 

(          )              - 

(          )              - 

(FAX)

    Duty email:

 Home email:

m. Unit

n.  Requested laser center:

o. Signature:

MANDATORY QUESTIONS:

Your initials indicate you completely understand the statement or question.  If you don't  understand, ask your local eye care clinic for help.

1.  Have you ever been on aviation or special duty status, i.e. issued AF Form 1042 or records kept in flight medicine?  

(If so, STOP!  Contact your FSO to determine if you need to complete an A/SD application.)  

Yes

No

Init:

2.  I understand that PRK may not correct all of my myopia, hyperopia, or astigmatism and that I may still need to wear glasses or  

contact lenses after PRK for best correction of my vision.  

Init:

3.  Furthermore, I understand there is a chance I cannot be fit with contact lenses after PRK.  

Init:

4.  I understand that reading glasses may be needed after PRK, even if not needed now.

Init:

5.  I understand there is a small risk of not meeting relevant vision standards after PRK.  As a result, I may be disqualifed 

permanently from certain career fields or even continued military service.

Init:

6.  I understand that during my evaluation at a DoD laser center, I may be disqualified as a PRK candidate and will not be treated. 

The final decision will be made by my surgeon.

Init:

7.  If I am disqualifed as a PRK candidate, I am not eligible for reimbursement of expenses incurred for travel to/from the DoD laser 

center, including, but not limited to, travel, meals, and lodging.   (This does not apply if I am unit-funded.)  

Init:

8.  Any history of eye injury or other eye history that might impact PRK?

Yes

No

Name of Applicant (Last, First, MI):

SSN of Applicant:

DoD Centers

/

/

FAX (DSN)

DSN
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		Instructions:

		1. Print or type all information in sections 1 and 2 on both pages of this form.

		2. Enter all dates in the format dd/mmm/yyyy (05/Sep/2000).

		3. Prior refractive dates should be taken from the most recent annual eye exams.

		4. Applicant must discontinue contact lens wear for a minimum of 30 days prior to obtaining baseline corneal

		topography. Patient will not be referred to a laser center until corneal stability is demonstrated.

		5. Make file copies and mail original completed forms, original corneal topography (must be in absolute tangential or axial

		scale in 0.50D increments), and supporting documentation to the preferred center for treatment.

		6. Incomplete forms will be returned. Please allow three weeks for processing.

		7. You will be notified as to status of your acceptance for PRK, usually by e-mail.

		DoD Centers								FAX (DSN)				DSN				Mailing Address

		Lackland AFB								554-2313				554-2010				59MDW/MCST, 2200 Bergquist Drive, Suite 1, Lackland AFB, TX  78236-5300

		Wright-Patterson AFB								986-0973				986-0970				PRK Laser Surgery Center (4W), 74th Med Gp, 4881 Sugar Maple Dr, Wright-Patterson AFB, OH  45433-5529

		USAF Academy								333-9771				333-9646				USAFA Laser Clinic, 4106 Pinion Dr, Suite 100, USAF Academy, CO  80840-4000

		Travis AFB								799-3529				799-3166				60 MDG/SGCXE, 101 Bodin Circle, Travis AFB, CA  94535-1800

		Keesler AFB																81 MSGS/SGCQE, 301 Fisher St, Suite 107, Keesler AFB, MS  39534-2576

		1. TO BE COMPLETED BY APPLICANT:																								Date of Application:																										/						/

																										(Format: dd/mmm/yyyy)

		a. Last Name:										First Name:								MI:		Suffix:				b. SSN:																c. Date of Birth:														d. Age:

																																												/          /

		e. Sex:						M		f. Grade (E-/O-):								g.  Primary AFSC:								h. Duty								Active         AFRes																		i. MAJCOM:

								F																		Status:								ANG           Other

		j.  Applicant's Duty Address:																								l. Applicant's Home Address:

																												Street:

																												City:																						State:

		k. Duty				(          )              -												(Commercial)										Zip:														Country:

		Phone:				(          )              -												(DSN)								Phone:						(          )              -

						(          )              -												(FAX)

		Duty email:																								Home email:

		m. Unit										n.  Requested laser center:														o. Signature:

		MANDATORY QUESTIONS:

		Your initials indicate you completely understand the statement or question.  If you don't  understand, ask your local eye care clinic for help.

		1.  Have you ever been on aviation or special duty status, i.e. issued AF Form 1042 or records kept in flight medicine?

		(If so, STOP!  Contact your FSO to determine if you need to complete an A/SD application.)																																								Yes						No				Init:

		2.  I understand that PRK may not correct all of my myopia, hyperopia, or astigmatism and that I may still need to wear glasses or

		contact lenses after PRK for best correction of my vision.																																																		Init:

		3.  Furthermore, I understand there is a chance I cannot be fit with contact lenses after PRK.																																																		Init:

		4.  I understand that reading glasses may be needed after PRK, even if not needed now.																																																		Init:

		5.  I understand there is a small risk of not meeting relevant vision standards after PRK.  As a result, I may be disqualifed

		permanently from certain career fields or even continued military service.																																																		Init:

		6.  I understand that during my evaluation at a DoD laser center, I may be disqualified as a PRK candidate and will not be treated.

		The final decision will be made by my surgeon.																																																		Init:

		7.  If I am disqualifed as a PRK candidate, I am not eligible for reimbursement of expenses incurred for travel to/from the DoD laser

		center, including, but not limited to, travel, meals, and lodging.   (This does not apply if I am unit-funded.)																																																		Init:

		8.  Any history of eye injury or other eye history that might impact PRK?																																																				Yes						No

		Name of Applicant (Last, First, MI):																																SSN of Applicant:
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Sheet1

		2. TO BE COMPLETED BY MILITARY OPHTHALMOLOGIST/OPTOMETRIST: (CIVILIAN EXAM NOT ACCEPTABLE)

		a. OCULAR EXAMINATION:														/				/						b1. CONTRAINDICATIONS/WARNINGS (per FDA) :

		1. Date: (Format: dd/mmm/yyyy)																								1. > 0.50 D change in sphere or cyl. in past 12 mo.																														No/ Yes/ Unkn

		2. Uncorrected Visual Acuity:												Dist						Near						2. Pregnant / nursing																														No/ Yes/ Unkn

								OD				20/						20/								3. Autoimmune disease/Immunodeficiency																														No/ Yes/ Unkn

								OS				20/						20/								4. Diabetes mellitus																														No/ Yes/ Unkn

		3. Current Spectacle Prescription:																Date:		/          /						5. Keratoconus or corneal irregularity																														No/ Yes/ Unkn

		OD						-						x						=20/						6. History of HSV / HZV keratitis																														No/ Yes/ Unkn																										/            /

		OS						-						x						=20/						7. Current use of:																		If previous use, date of last dose:

		4. Manifest Refraction:																Date:		/          /								Accutane (Isotretinoin)																No/ Yes

		OD						-						x						=20/								Imitrex (Sumatriptan)																No/ Yes

		OS						-						x						=20/								Cordarone (Amiodarone)																No/ Yes

		5. Cycloplegic Refraction: (1% cyclopentolate)																Date:		/          /								Steroids																No/ Yes

		OD						-						x						=20/						8.  Severe dry eyes or severe atopic disease																														No/ Yes/ Unkn

		OS						-						x						=20/						9.  Glaucoma																														No/ Yes/ Unkn

		6. Prior Refraction #1																Date:		/          /						10. Visually significant cataract																														No/ Yes/ Unkn

		OD						-						x						=20/						11.  Active ophthalmic disease																														No/ Yes/ Unkn

		OS						-						x						=20/						12.  Corneal NV > 2 mm from limbus																														No/ Yes/ Unkn

		7. Prior Refraction #2																Date:		/          /						13.  Electronic pacemaker or similar cardiac device																														No/ Yes/ Unkn

		OD						-						x						=20/						14.  Hx of refractive surgery other than PRK																														No/ Yes/ Unkn

		OS						-						x						=20/						b2.  CONTRAINDICATIONS/WARNINGS (per WF policy) :

		8. SLIT LAMP EXAMINATION:												(Circle one; if ABNL, state why)												1. Age < 21																														No/ Yes/ Unkn

		OD:		NL / ABNL																						2.  IOP > 22 or disorder predisposing to glaucoma																														No/ Yes/ Unkn

		OS:		NL / ABNL																						3. Thyroid disease																														No/ Yes/ Unkn

		9. DILATED FUNDUS EXAMINATION:																Date:		/          /						c.  OTHER CONSIDERATIONS: (Make comments in block below.)

		(Circle one; if ABNL, state why)																								1.  Other pertinent ocular history?																														Yes						No

		OD:		NL / ABNL																						2.  Hx of trauma that might impact PRK?																														Yes						No

		OS:		NL / ABNL																						3.  Corneal scars in central 8 mm of cornea?																														Yes						No

		10. TOPOGRAPHY (See Instruction 4 and 5, Section 1):																								4.  Unrealistic expectations?																														Yes						No

		(Circle one; if ABNL, state why)																Date:		/          /						5.  In your professional opinion, is this patient a good candidate

		OD:		NL / ABNL																						for PRK?																														Yes						No

		OS:		NL / ABNL																						6.  I am a PRK-certified eye care provider.  To the best of my

		Number of days contact lenses not worn prior to CT:																								knowledge,  a PRK-certified eye care provider will be available for

		11. KERATOMETRY:																Date:		/          /						this patient's post-op care for the next year.																														Yes						No

		Current:  (DIOPTERS)										Mires Regular?								Yes				No		d.  ADDITIONAL COMMENTS (attach add'l sheet as needed):

		OD:						@						/						@

		OS:						@						/						@

		12.  CONTACT LENSES:																								e. Mailing Address of Ophthalmologist/Optometrist:

						None						Hard/RGP								Soft						Unit:

		13. Scotopic Pupil Size (complete per laser center requirements):																								Street:

		Method 1										Colvard								Keeler						Base:

		OD						mm				Humphrey VF Tester														State/APO:																										Zip:

		OS						mm				Autorefractor								Other						Country:

												PD Ruler or Rosenbaum card														Phone:						(          )              -																				(Commercial)

		Method 2										Colvard								Keeler												(          )              -																				(DSN)

		OD						mm				Humphrey VF Tester																				(          )              -																				(FAX)

		OS						mm				Autorefractor								Other						f. Name/Rank/Duty Title:

												PD Ruler or Rosenbaum card														(please stamp or print)

		14.  PACHYMETRY (if capability available locally):

		OD						microns																		g. Signature of Referring Provider:

		OS						microns																																																						OD

																																																														MD

		Name of Applicant (Last, First, MI):																																SSN of Applicant:
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