Name _________________________________      Signature ___________________________       Date of surgery_____________

MY PERSONAL POST-OPERATIVE CARE – LASIK or INTRALASIK
Congratulations on your procedure! 
Now, your future vision will depend on carefully following the instructions on both sides of this sheet.         
Please use this chart to document the days and times that you administer your medications.

Then, bring this sheet to your post-operative appointments.
	
	Day of Surgery

M T W Th 

F S SU
	Day 2
M T W Th 

F S SU
	Day 3

M T W Th 

F S SU
	Day 4

M T W Th 

F S SU
	Day 5

M T W Th 

F S SU
	Day 6
and for the next 2-3 months

	Pred Forte

4 times a day

starting  day 2


	Every 2

Hours
□  □  □  □  □  □  □  □ 
	1________

2________

3________

4________
	1________

2________

3________

4________
	1________

2________

3________

4________
	1________

2________

3________

4________
	Stop using Pred Forte unless directed

	Zymar

4 times a day

starting  day 2


	Every 2

Hours
□  □  □  □  □  □  □  □
	1________

2________

3________

4________
	1________

2________

3________

4________
	1________

2________

3________

4________
	1________

2________

3________

4________
	Stop using Zymar unless directed

	Refresh Tears
	Every 2

Hours
□  □  □  □  □  □  □  □
	Every 2

Hours
□  □  □  □  □  □  □  □
	Every 2

Hours
□  □  □  □  □  □  □  □
	Every 2

Hours
□  □  □  □  □  □  □  □
	Every 2

Hours
□  □  □  □  □  □  □  □
	Every 2

Hours
□  □  □  □  □  □  □  □


For staff: 
1 – Check that info at the top has been filled out
2 – On first day post-op: make a copy for the doctor and return original to patient
3 – One week post-op: collect original and place in patient chart, last tab.
