
Patient: 

LOGAN EYE 

INSTITUTE 

810 S 100 W Ste A Logan, Utah 84321 

435.787.7200 I www.loganeyeinstitute.com 

POST- PROCEDURE REPORT 

Date: 
--------------------------------- ---------

Referring Doctor _______ _  Procedure:      OD  lASIK  PRK   SMILE 

 OS  lASIK  PRK  SMILE 

 Post Op Doy: OD OS OU 

CC: 

Meds: OD _____________________ OS ________________ _ 

SPH CYL AXIS ADD Vee Vee OU 

D 20/ 
R 20/ 

20/ 

C 20/ OD 
y 

TOPO C 

20/ OS 0 

Slit Lamp Examination:( Please draw flops for lASIK) 

D OD - Except as noted, corneal epithelium, interface, and 
associated tissue signs are normal or as expected 

0 
A D Normal post-operative result, except as noted: 

p D Continue post-operative treatment 

Reviewed Post-Procedure Instruction: Yes No 

RTC: _________________ _ 

Reg 

Reg 

Vsc VscOU Vsc Near Vee Near 

20/ J J 

T 
OD: I OS: 

20/ 
20/ J J Time: 

Asym Irr Other: 

Asym Irr Other: 

DOS - Except as noted, corneal epithelium, interface, and 
associated tissue signs ore normal or as expected 

0 

Reviewed Meds: Yes No 

Dr. ____________________ _ 
(signed) 

 Komra   RLE Dote: 

  Komra  RLE Date: ______
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