USAF Corneal Refractive Surgery (USAF-CRS) Program
Managed Care Agreement

[Jusar [Jusa [JusN [Jusmc

[J uscGc [JuspPHs [] NOAA

Patient Name Rank

Military Installation Phone E-mail

In the next 6 months, areyou: [_] PCSing [_] Separating [_] Retiing [] Deploying [] N/A

Refractive Surgery Center: D Joint Warfighter, Lackland AFB D USAF Academy D Wright-Patterson AFB
[] KeeslerarB  [] Travis AFB [] Joint Base Elmendorf/Richardson [_] Andrews AFB [T] Other DoD

PATIENT AGREEMENT (after reading and understanding, initial each statement)

I requestto be returned to mylocal eye clinic for post-operative care following refractive surgery at the DoD Refractive Surgery
Centerlisted above. The Refractive Surgery Center staff will be available for additional consultation as needed.

I will contact my local Optometry Clinicto schedule myfirstfollow-up appointmentas soon as lam notified of my surgerydate.

I understand that| mustcomplywith and accomplish all required referral and follow-up evaluations as required by USAF
policy. Non-compliance mayresultin duty restrictions or disqualification.

I will contact my local Optometry Clinic or Primary Care Manager within 3 days of receiving treatment. | am aware that | will
be placed on Duty Limiting Condition status after surgery and can not deploy or PCS for up to 4 months after surgery. | understand
that | must be evaluated by the base optometry clinic prior to being cleared to resume unrestricted duties.

I understand that| mustbring the package of all pre-operative evaluations, surgical reports, and follow-up exams provided by
the Refractive Surgery Centerto my local optometry clinic for inclusion in mymilitarymedical records.

Patient Signature Date

Post-Operative Appointment Schedule:

AASD: 1, 3, 6,12, and as required for waiver renewal.

Warfighter: 1,3, 6,12 months

Note: ASA (PRK, LASEK, Epi-LASIK, WFG-PRK) requires a 2 month pressure check

REFERRING DOCTOR’S AGREEMENT

| certify that | have attended the USAF-CRS Co-ManagementCourse. | willmanage this patientand acceptresponsibilityfor his/
her post-operative care. | agreeto refer this patientpromptlyif a condition arises post-operativelythat will require further
treatmentby the Refractive Surgery Center. | will assure thatl am able to provide post-operative care until expiration date
provided below.

Referring Optometrist Stamp/Signature Co-management expiration Date
(notto exceed one year fromexam date)

Military Installation Phone Fax E-mail

USAF-CRS Managed Care Agreement, 28 May 14
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