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                   LSU/Ochsner Ophthalmology Residency Program            

Surgical Case Form

Surgical Case form page 3 of 3
Surgical Record Case # ____________
Patient’s Initials ___________

Resident Name
 ___________________________________________

Surgical Record Case # ____________(Case #/month)

Facility

 __________________________________

Faculty/Staff
 __________________________________

Surgery Date
___________________________________

Patient Information:

Patient’s Initials ___________

Age of patient
____________


Eye 
OD

OS

PMHX
1._______________________


2. _______________________


3.________________________

Significant Ocular HX
1. ______________________



2.__________________________


3.__________________________

Systemic/Ocular Meds
__________________________
__________________________




__________________________
__________________________




__________________________
__________________________

Allergies___________________________________________________________
Reason for Cataract Surgery
______ visual impairment interfering with ADL’s

_______precludes diagnosis or treatment of another eye condition

______ prevent or alleviate complications of lens-induced eye disease

Clinical Exam:

Manifest Refraction
OD__________________ 
Va ___________

OS___________________
Va _______

BAT    
OD _________ OS _________

IOP (tono/app) 
OD ________ OS _________

Pupils
_______________________

Motility
_______________________

Cornea
_______________________

Iris
_______________________

AC
_______________________

LENS
_____cortical


_____NS


_____PSC


_____traumatic


_____ other

Fundus
______no view
______normal


______abnormal (explain)

A scan
OD ___________________

(mm/AC depth)
OS ___________________

K readings
OD ___________________


OS ____________________

Target surgical refraction
_________________________

IOL power planned
_________________________

Type of IOL used
_________________________

Anesthesia
peribulbar

(circle one)
Retrobulbar


Topical


Intracameral


Subtenons


Supplement with drops

Procedure
clear cornea

(circle one)
Scleral tunnel


ECCE

Capsulotomy
Continuous

(circle one)
Can-opener


Both

Capsulotomy Instruments
Cystotome (only to start capsulorrhexis)

(circle all that apply)
Cystotome 


Utrata


Both

Phaco Technique
Divide and Conquer

(circle all that apply)
Stop-Chop


Phaco-Chop


Bowl


Prechop


Bimanual

IOL position
capsular bag

(circle one)
Sulcus


ACIOL with PI


Other (explain)________________

Other Events
NONE

(circle all that apply)
Incomplete capsulorrhexis


PC tear


Vitreous loss


Anterior vitrectomy


Other (explain) ___________________

PHACO TIME
__________________

SURGICAL TIME
___________________

Post-Op Day #1

Va
sc ______________ 
ph______________

MRx
_________________

IOP
OD______
OS______

Cornea    
 No edema

(circle one)
Edema trace  1+     2+     3+     4+

AC
No cells         
(circle one)
Trace cells   1+     2+     3+

PCO
_____________________

Post Op Meds
__________________________
__________________________



__________________________
__________________________

Post-Op Week #1

Va
sc ______________
ph______________

MRx
_________________

IOP
OD______
OS______

Cornea    
 No edema

(circle one)
Edema trace  1+     2+     3+     4+

AC
No cells         
(circle one)
Trace cells   1+     2+     3+

PCO
_____________________

Post Op Meds
__________________________
__________________________



__________________________
__________________________

Post-Op One Month

Va
sc ______________
ph______________

MRx
_________________

IOP
OD______
OS______

Cornea    
 No edema

(circle one)
Edema trace  1+     2+     3+     4+

AC
No cells         
(circle one)
Trace cells1+     2+     3+

PCO
_____________________

Post Op Meds
__________________________
__________________________



__________________________
__________________________

I verify that the information above is correct and that I was the primary surgeon for the surgical cataract case.
Resident Signature _____________________________________________________  Date ____________
