
 

                    ______________________________________                                                       __________________ 
               Optometric Physician’s Signature                                                                                   Date 

For emergency contact office 573-441-7070 Dr. McGarity’s cell 573-268-7478 or Hospital 573-882-4141 

 
Cataract Co-Management Exam Form 

Please fax this completed exam form or your own form to 573-441-2288                                     

Patient’s Name:____________________________________________       Date:________________ 
 
Co-Managing Doctor:________________________________________ 
 
OD Surgery Date:________________________     OS Surgery Date: _________________________ 
 
CC:______________________________________________________________________________ 

Medications:     OD                                                                                              OS 
        Q_____ TID  BID  QD         Steroid (Prednisilone 1%)                Q_____ TID  BID  QD 
        Q_____ TID  BID  QD         Antibiotic (____________)               Q_____ TID  BID  QD 
        Q_____ TID  BID  QD         NSAID   (_____________)               Q_____ TID  BID  QD 
        Q_____ TID  BID  QD         Others   (_____________)               Q_____ TID  BID  QD 
VA (SC): 
Distance                                          Intermediate                                   Near 
OD:_________________               OD:_________@__________       OD:_________@__________ 
OS:_________________               OS:_________@__________        OS:_________@__________ 
OU:_________________               OU:_________@__________       OU:_________@__________ 
 
Refraction:                                                                                     ADD 
OD:___________________________   VA:__________          ________       VA:__________ 
OS:___________________________   VA:__________          ________       VA:__________ 
 
IOP:   OD _________________         OS:________________ mm Hg @ _____________am/pm 
 
Slit Lamp Exam: (Print + or - and comment where applicable) 
                          OD:                                                                                         OS: 
Intact ____ Edema _____ SPK ____ Seidel’s_____         Cornea               Intact ____ Edema _____ SPK ____ Seidel’s_____ 
Deep/Formed_____ C/F grade ____ Hypopyon____            AC                   Deep/Formed_____ C/F grade ____ Hypopyon____ 
             Centered_________Decentered_________      IOL Status                Centered_________Decentered_________ 
              Clear_____ Hazy_____ Folds_______         Post Capsule                Clear_____ Hazy_____ Folds______ 
Flat_____ CME_____ ARMD_____ Other______            Macula                Flat_____ CME_____ ARMD_____ Other______ 
Intact/Attached______ Other________________    Peripheral Retina    Intact/Attached______ Other________________ 
Other __________________________________              Other                  Other______________________________________ 
                      _____ x _____                                        K’s                                            _____ x _____ 
                           _____ x _____                                                                                              _____ x _____ 
Impression:________________________________________________________________________ 
Plan:     OD                                                                                              OS 
        Q_____ TID  BID  QD         Steroid (Prednisilone 1%)                Q_____ TID  BID  QD 
        Q_____ TID  BID  QD         Antibiotic (____________)               Q_____ TID  BID  QD 
        Q_____ TID  BID  QD         NSAID   (_____________)              Q_____ TID  BID  QD  
        Q_____ TID  BID  QD         Others   (_____________)              Q_____ TID  BID  QD 
 
        (_____)  Limit exertion and Shield eye for sleep for 2 weeks after each surgery 
        (_____) Call if Redness, Sensitivity to Light, VA decreases, or Pain (RSVP).                            
 
Return Visit: Primary Care OD or Dr. McGarity   In: __________  on Date: ___________ 


