CONSENT FORM FOR LASER ASSISTED 

IN-SITU KERATOMILEUSIS (LASIK)

FORM #05

DESCRIPTION:

It has been explained to me that “LASIK” is a three step surgical procedure.  Using an automated blade, a thin layer or flap of the outer cornea is raised; the excimer laser is used to remove a very thin layer of the underlying corneal tissue; then the flap is replaced.  Anesthesia is obtained with topical eye drops only.  During the surgery no sedation or pain medications are necessary although there can be a slight amount of discomfort or pressure sensation during the first step of the procedure.  There is no discomfort during the excimer laser portion of the procedure.  After the surgery, medication (eye drops) are placed on the treated eye.

I understand that my consent is being given for the purpose of reducing or eliminating my need for glasses and/or contact lenses that correct for my nearsightedness (myopia). 

The length of my follow up is expected to be at least one year after my last LASIK procedure.

The follow up visits required after this procedure are eye examinations one day, 1 week, three months and 6 to 12 months following the procedure. The tests which will be done during those exams are those routinely done to follow patients with nearsightedness.  In my ophthalmologist’s office, measurements of vision with and without glasses, refraction (measurement of glasses strength), intraocular pressure and corneal topography (curvature map of the corneal surface) will be obtained.  

The excimer laser has been approved by the FDA for the treatment of myopia and/or astigmatism by LASIK.

RISKS:

The foreseeable risks and/or discomforts to the operated eye due to the surgery include but are not limited to the following:

Corneal infections, intraocular infections, corneal scarring (or clouding, leading to blurred vision), recurrent corneal erosions (painful spontaneous corneal scratch), decrease in best corrected vision, partial or complete loss of vision, “ghost images”, haloes or glare at night or reduced contrast sensitivity, corneal perforation (opening into the eye), corneal swelling, cataract formation and poor healing.  

Although the chance of severe complication is rare, it is possible that additional surgeries including corneal transplantation may be required in an attempt to correct my vision.

Infiltrates (infections) and epithelial growth (scar tissue) can occur under the flap or in the cornea.  There is a risk of dislocation or loss of the corneal cap during or soon after surgery, therefore patients must avoid rubbing their eye after LASIK.  

INITIALS:  _________
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I understand that LASIK may not eliminate all of my myopia and that hyperopia (farsightedness) and/or astigmatism can be induced by the treatment.  These adverse results may require new spectacles, contact lenses and/or additional surgeries. 

Although patients’ eyes have been treated with the excimer laser (PRK) since 1989, the long term effects associated with this laser are not known.

I SHOULD REPORT ANY OF THE ABOVE PROBLEMS TO MY DOCTOR IMMEDIATELY SO THAT APPROPRIATE CARE CAN BE GIVEN AS SOON AS POSSIBLE.

If I am a woman, and if I am sexually active, then I understand that I should take precautions to avoid the possibility of becoming pregnant because it is not known how pregnancy would affect my visual recovery.

BENEFITS: 

Benefits to me which may occur as a result of this treatment are based on the elimination or reduced use of glasses and/or contact lenses.

ALTERNATE TREATMENTS:

Alternative means of correcting my nearsightedness may include:  Glasses, contact lenses, Photorefractive Keratectomy and lens extraction/intraocular lens implantation.

ADDITIONAL INFORMATION:

Questions regarding this treatment and/or any questions regarding injury related to this treatment may be answered by my ophthalmologist.

REFERRING DOCTOR PARTICIPATION IN POSTOPERATIVE CARE:

If my referring doctor is participating in my postoperative care, and if, for any reason, I cannot resume my care with my referring doctor, I agree to notify that doctor and Eye Surgery Center of Ohio, Inc. as soon as possible.

VOLUNTARY CONSENT:


I certify that I have read the preceding (or that it has been read to me) and that I understand its contents.  I have discussed the above information with my doctor and have been given the opportunity to ask questions which have been answered to my satisfaction.  A copy of this informed consent has been given to me.

INITIALS:  ________
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I understand the possible risks and intended benefits of LASIK.  I understand that it is impossible for my doctor to inform me of every possible complication that might occur.  I understand that with LASIK, like all forms of surgery, the outcome can never be guaranteed.  Any questions I have pertaining to this procedure have been or will be answered by Dr. _______________________.

I understand that my participation in this treatment is voluntary and that neither my refusal to participate nor my discontinuing participation will involve any penalty or loss of benefits to which I am otherwise entitled.  

My signature below means that I have freely agreed to have LASIK.

INITIAL EYE(S) TO BE TREATED:

RIGHT_________________



LEFT__________________

_____________________________

   
______________________________

DATE






PATIENT’S SIGNATURE

_____________________________


______________________________

WITNESS’ SIGNATURE



DOCTOR’S SIGNATURE
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