
Shealy Eye Laser Center 
Patient Information Record 

 
We would like to welcome you to the office of Dr. Shealy and thank you for choosing our practice and 
inquiring on how to best meet your visual needs. Please fill out the following information and bring it 
to our office the day of your consultation. 
 
Name: ____________________________________________________________________________ 
Date of Birth:________________________________    Today’s Date: _________________________ 
Address: __________________________________________________________________________ 
   City:_________________________________  State:___________  Zip:_______________________ 
Home Phone:_____________________________   Mobile Phone:_____________________________ 
Email Address:______________________________________________________________________ 
Emergency Contact:__________________________________  Relationship:____________________ 
 Phone Number:________________________________ 
 

Please discontinue soft contact lenses one to three days before your procedure. 
Gas permable and toric lenses need to be removed 3 weeks prior to your procedure. 

 
▫How did you hear about us?   Newspaper    Phone Book    TV    Radio   Internet 

 Past Patient    Vision Insurance    Other 
▫What corrective lenses are you currently wearing?   Glasses    Soft Toric    Soft Daily Wear 

 RPG    Soft Overnight Wear    Hard PMMA 
▫Do you wear contact lenses or glasses? __________________________________________________ 
▫What brings you into the office today? __________________________________________________ 
__________________________________________________________________________________ 
▫How can we best meet your interest in Laser Vision Correction today? ________________________ 
__________________________________________________________________________________ 
▫How long do you have available to meet with Dr. Shealy and his staff today? ___________________ 
▫Have you inquired with other refractive surgeons? _______________ Were you pleased? _________ 
▫Are you familiar with Laser Vision Correction? ___________________________________________ 
__________________________________________________________________________________ 
▫On surgical days at Dr. Shealy’s discretion we may be able to perform consultation and surgery on the 
same day, would this interest you? ______________________________________________________ 
▫If so, do you have a driver present? _____________________________________________________ 
▫If you are not interested in same day surgery – when is your preferable surgery date? _____________ 
▫Are you interested in Care Credit financing for your procedure? ______________________________ 
Please list any comments or specific questions _____________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
__________________________________________________________________________________ 
 
For Dr. Use Only: Candidate for SX? ______________________           Type of SX?  Epi-Laser    ZLASIK    PRK 
Both eyes treated the same day?     Yes     No  Standard    Allegretto    Ziemer    SBK 


