
  
Professional Solutions for Cataracts, Glaucoma & Cornea  

 
CATARACT SURGERY POST-OP SUMMARY   FAX TO: 920.499.9636 
 
Comanaging doctor: _____________________________  Date: _________________ 

Patient: __________________________________________  DOB: ________________ 

Surgery date:  OD__________ OS__________                
 
Surgeon:    � Dr. Tyson Schwiesow  � Dr. Kurt Schwiesow 

  � Dr. Matthew Thompson  � Dr. Kunal Patel 

  

Post op visit: OD Same day/1day 1 week  4 week  3 month Other 

  OS Same day/1day 1 week  4 week  3 month Other 

 

   Unaided  Pinhole  Aided 

Visual Acuity OD 20/_______  20/_______  20/_______ 
  OS 20/_______  20/_______  20/_______ 
 

Exam: (Check if normal)     Comments 

________ Conjunctiva 

________ Cornea 

________ Pupil/Iris 

________ Wound 

________ Anterior Chamber 

________ IOL 

________ Capsule 

________ Fundus 

________ Fields 

 

Tonometry:  OD__________mm Hg 

  OS__________mm Hg 

 

Refraction: OD________ ________x________ 

  OS________ ________x________ 

 

Medications: __________________________________________________   Next visit: _____________________ 

Signature: _____________________________________________________ Date: ____________________ 

1087 WEST MASON STREET � GREEN BAY, WI 54303 
920.499.3102 or 877 MY EYE MD (877.693.9363) � Fax: 920.499.9636 

www.towerclockeyecenter.com 


