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Suggested refractive target: OD ______ OS ______ 
Previous LASIK/PRK                       G Yes      G No  

If Yes, is refractive history available?    G Yes      G No  

    G Yes, Medicare & I am a provider 
    G Yes, Commercial insurance recognizing 

  co-management & I am a provider 

    G No, I prefer not to co-manage 

    G Astigmatism treatment      G Multifocal IOL 

    G Monovision      G ECP/MIGS for glaucoma 

    G Yes      G No 

G

G

     G Yes      G No 

G

     G Yes      G No 

G
   G Assume glaucoma care 
   G Opinion on management 
   G Consider SLT 

G
   G Assume retina care 
   G Opinion on management 
   G Macular degeneration 

   G Diabetic retinopathy 

G

G

G

G

G
   G Consider LipiFlow 
   G Consider Prokera 
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