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PATIENT CONSENT FORM(S) 
 

FOR 
 

LASIK 
(Laser In Situ Keratomileusis)  

 
and 

 
PRK 

(Photorefractive Keratectomy) 
 
 
 

 

 



1. I understand that I am a candidate for LASIK (LASIK IN SITU KERATOMILEUSIS) 
SURGERY, a form of laser surgery where a surgeon will anesthetize my eye with a topical 

anesthetic, create a flap from my cornea using a specialized instrument called a 

microkeratome, and use an excimer laser to reshape the cornea. 

 
Patient initial for LASIK: __________________________ 
          

OR 
 

I understand that I am a candidate for PRK (PHOTOREFRACTIVE KERATECTOMY) 
SURGERY, a form of outpatient surgery in which a surgeon uses a device called an excimer 

laser to reshape the cornea. 

 
Patient initial for PRK: __________________________ 
 
LASIK or PRK, the identified surgery, is referred to as the “Procedure” in the following. 
 
 

2. I understand the Procedure will be performed  by Desikan Kadambi, M.D. (“my surgeon”) on 

this _____________  day of _________________ 2001 

(i) both eyes (INITIAL)  ___________________; or 

(ii) on _____________________(DATE) my right eye  (INITIAL) ____________ 

on _____________________(DATE) my left eye (INITIAL)______________ 

 
3. I have reviewed the Surgical Information Package for LASIK surgery and for PRK and I have 

discussed the Procedure that I am to receive with an eye care professional at the clinic and 

with my surgeon. 

 
4. The nature of the Procedure, the possible complications and risks, as well as the possible 

benefits or the Procedure, the alternatives to the Procedure and the risks and benefits of 

those alternatives have been explained to me in language and using terminology that I 

understand.  My surgeon has answered all of my outstanding questions about the procedure. 

 
5. I understand that this Procedure is an elective surgical procedure, and that there is no 

emergency of medical condition that requires that I have the Procedure. 

 
6. Neither my surgeon nor the clinic staff has made any promises or warranties or guarantees 

as to the success or effectiveness of the Procedure.  I have been advised that after the 

Procedure my vision may not be as clear and sharp as it was with glasses or contact lenses 

before the Procedure. 

 

7. I understand that the Procedure may not eliminate the need for corrective lenses for all 

activities. I may need glasses or contact lenses for reading, driving, or certain other activities 

even if I did not wear them before the Procedure. I also understand that the Procedure can 



unmask the need for reading glasses and that I may have to use them after the Procedure 

even if I did not wear them before. 

 
8. I understand that after the Procedure I may experience side effects such as pain, discomfort 

and scratchiness, halos, blurry vision or fluctuations in vision, which may be temporary or 

could be permanent.  I have been advised that I may find some of these side effects difficult 

to tolerate. 

 
9. I understand that there are numerous risks and complications, both known and unknown, 

connected with the Procedure. These can include but not be limited to infection, hemorrhage, 

delayed healing, under or over correction, and other risks and complications that could affect 

my vision and my general health on temporary or permanent basis, and could require 

additional surgery, including but not limited to re-treatment or a cornea transplant. Those 

risks also include, but are not limited to, partial or total blindness, loss of a cornea, retinal 

damage or loss of an eye. 

 
10. I understand that the Procedure is a relatively new procedure and that little is known about its 

long-term safety and effectiveness. 

 
11. I understand that the Procedure does not correct certain vision problems including but not 

limited to amblyopia, strabismus, presbyopia and cataracts. 

 
12. I understand that the field of refractive surgery is continuing to evolve and that if I were to 

postpone my surgery there is the possibility that the LASIK and/or PRK procedure might be 

improved or some other procedure might become available. 

 
13. I understand that my surgeon is a medical doctor and a board certified ophthalmologist and 

ophthalmic surgeon who is experienced with LASIK and/or PRK and/or laser refractive 

surgeries and has been credentialed to meet standards required for certification by the 

College of Physicians and Surgeons of Manitoba and the Royal College of Surgeons of 

Canada, and a Board Certified ophthalmologist in the United States. 

 
14. I understand that I will need certain post-operative care. The day after my surgery I will return 

to the clinic for a post-operative visit that will include an examination by my surgeon.  My 

surgeon at the clinic will provide additional post-operative care, with referral back to my 

optometrist or surgeon if indicated. All post-operative care at the clinic (except for the cost of 

corrective lenses, punctal plugs or the cost of certain medications) is included in my fee.  I 

understand that if I so desire, I may make other arrangements for post-operative care at my 

own expense. 

 
I confirm that I have made arrangements to have my post-operative care provided by  

_______________________________________________________________ who is an optometrist  / ophthalmologist  

(circle one) in  ____________________________________________________. 



 

15. I have had the opportunity to ask questions about the Procedure and all of my questions have 

been answered satisfactorily. 

 
16. I give my surgeon permission to use data about my treatment for research purposes. I 

understand that my name and personal identifying information will remain confidential, unless 

I give written permission to disclose this information.  

(Patient may delete this clause when choosing not to participate in research activities) 

 
17. I understand that the applicable governing law for this procedure is the law of the Province of 

Manitoba. 

 
18. I understand that I hold only my surgeon, and NOT Eyetech Lasik Clinic Inc. responsible to 

me for any and all acts of commission and omission.  

 
19. I give my surgeon permission to videotape or photograph the Procedure. (Patient may 

decline to be videotaped and may delete this clause.) 

 
20. I understand that if I require an enhancement surgery there will be a fee for the assessment 

and for the  

 re-treatment. 

 
21. I am not under the influence of any sedative. I am of clear mind and understand the nature of 

the Procedure and the possible risks related to the Procedure. 
 
 
 
 
 
 
 
 
I understand that by signing below, I am indicating that I have read and understood the 
information in this Patient Consent Form; that I have been verbally advised about the 
Procedure, that I have had an opportunity to ask questions, that I have received all of the 
information I desire concerning the Procedure and that I authorize and consent to the 
performance of the Procedure and any different or further procedures which in the opinion 
of my surgeon are necessary due to an emergency. 
 
Patient Name (print):____________________________________________________ 
Patient Signature: ____________________________________________________ 
Surgeon Name: Desikan  Kadambi M.D. 
Surgeon Signature: ____________________________________________________ 
Date:   _______________________   



CCeerrttiiffiiccaattiioonn  bbyy  SSuurrggeeoonn  
  

I, Desikan Kadambi M.D. hereby certify that: 
 
1. I have discussed and explained LASIK (Laser in Situ Keratomileusis) or PRK 

(Photorefractive Keratectomy) (circle one), referred to as the Procedure, the risks and 

benefits of the Procedure, the alternatives to the Procedure and the risks and benefits of the 

those alternatives with ____________________________________________________________(the patient). 

 
2. The patient is a suitable candidate for LASIK or PRK (circle one) given the ophthalmic 

findings and the patient’s physical, social, emotional and/or occupational needs. 

 
3. I have discussed any special circumstances with the patient and the addition potential risks 

posed by those special circumstances, including the following: 

(TO BE COMPLETED BY SURGEON) 

 
__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________________
 

 

4. I have discussed the arrangements for post-operative care with the patient who has agreed to 

the plan for post-operative care. 

 
5. I have answered all of the patient’s questions about the Procedure. 

 
6. I have ascertained that the patient fully understands the answers to questions that he/she 

posed to me. 

 
7. I have ascertained that the patient fully understands the risks, benefits and possible 

alternatives to the Procedure. 

 
Name of Surgeon: Desikan Kadambi M.D. 

 
Surgeon Signature: ____________________________________Date: _________________  

 
 

 

 

 
  
  
  
  



CCoonnsseenntt  FFoorrmm  AAddddeenndduumm//CCoonnffiirrmmaattiioonn  
  

PPlleeaassee  rreeaadd  aanndd  iinniittiiaall  tthhee  ffoolllloowwiinngg  sseenntteenncceess  ttoo  ccoonnffiirrmm  tthhaatt  yyoouu  aaggrreeee  aanndd  cclleeaarrllyy  uunnddeerrssttaanndd  

tthheemm..  

11..  II  hhaavvee  ddeecciiddeedd  tthhaatt  tthhee  bbeenneeffiittss  ooff  ssuurrggeerryy  oouuttwweeiigghh  tthhee  ppootteennttiiaall  ffoorr  

ccoommpplliiccaattiioonnss..  

  

22..  II  uunnddeerrssttaanndd  tthhaatt  mmyy  vviissiioonn  uunnddeerr  llooww  lliigghhttiinngg  ccoonnddiittiioonnss  mmaayy  bbee  iimmppaaiirreedd,,  

ppaarrttiiccuullaarrllyy  wwiitthh  rreessppeecctt  ttoo  nniigghhtt  vviissiioonn  ddiissttuurrbbaanncceess  ssuucchh  aass  ggllaarree  aanndd  hhaalloo  aanndd  

tthhaatt  eeyyeeggllaasssseess  oorr  ccoonnttaacctt  lleennsseess  mmaayy  nnoott  bbee  aabbllee  ttoo  ccoorrrreecctt  tthheessee..  

  

33..  II  uunnddeerrssttaanndd  tthhaatt  iinn  tthhee  eevveenntt  ooff  aa  sseerriioouuss  ccoommpplliiccaattiioonnss,,  mmyy  vviissiioonn  ccoouulldd  bbee  

bblluurrrreedd,,  ddoouubblleedd  oorr  ddiissttoorrtteedd  aanndd  tthhaatt  nneeiitthheerr  eeyyeeggllaasssseess  nnoorr  ccoonnttaacctt  lleennsseess  

wwoouulldd  bbee  aabbllee  ttoo  ccoorrrreecctt  tthhiiss..  

  

44..  II  uunnddeerrssttaanndd  tthhaatt  II  wwiillll  ssttiillll  nneeeedd  eeyyeeggllaasssseess  ffoorr  nneeaarr  vviissiioonn  aatt  oorr  aabboouutt  tthhee  aaggee  ooff  

4400..  

  

  

TThhiiss  ffoorrmm  hhiigghhlliigghhttss  oonnllyy  ssoommee  ooff  tthhee  iimmppoorrttaanntt  ccoonncceeppttss  II  nneeeedd  ttoo  uunnddeerrssttaanndd  bbeeffoorree  uunnddeerrggooiinngg  

ssuurrggeerryy..    II  uunnddeerrssttaanndd  tthhaatt  ootthheerr  iinnffoorrmmaattiioonn  iinn  tthhee  SSuurrggiiccaall  IInnffoorrmmaattiioonn  PPaacckkeett  aanndd  CCoonnsseenntt  

FFoorrmm  ffoorr  LLAASSIIKK  ((LLaasseeaarr  iinn  SSiittuu  KKeerrttoommiieeuussiiss))  aanndd  PPRRKK  ((PPhhoottoorreeffrraaccttiivvee  KKeerraatteeccttoommyy))  mmaayy  bbee  

eeqquuaallllyy  oorr  mmoorree  iimmppoorrttaanntt  ffoorr  mmyy  ssiittuuaattiioonn..  

  

MMyy  ssuurrggeeoonn  ddiissccuusssseedd  aallll  ooff  tthhee  aabboovvee  pprriioorr  ttoo  mmyy  ssuurrggeerryy  aanndd  II  hhaavvee  ssiiggnneedd  tthhiiss  iinn  hhiiss  
pprreesseennccee  bbeeffoorree  ggooiinngg  aahheeaadd  wwiitthh  tthhee  ssuurrggeerryy..  

  

PPaattiieenntt’’ss  ssiiggnnaattuurree::      __________________________________________________________________________________________________  

  

SSuurrggeeoonn’’ss  ssiiggnnaattuurree::  __________________________________________________________________________________________________  

  

DDaattee::  ________________________________________  
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