ARMY

REFRACTIVE SURGERY
APPLICATION

INFORMATION SHEET

Joint Warfighter Refractive
Surgery Center

1100 Witford Hall Loop; Bidg 4554
JBSA Lackland AFB, TX 78236

Group email: USAFJBSA.SQ—de.mbx.Warﬁghter—Refractive—Su rgeéfy—Center@mail.mil
Clinic Phonet (210) 292-4233 Fax# (210) 292-2313 ;
Laser Center Phone# (210) 292-2237/2769 Faxd# (210) 29 4 2813

Requirements for Warfighter candidates:
You must bring the following to our office, email or fax the required paperwo
scheduled for your initial evaluation.

n:kto be reviewed and

1. PRK Application: Candidates must complete the entire application pd be a minimum 21
years old to meet efigibility requirements to be considered for refractjve surgery.

2. Commander’s Authorization: Commanders signature is required for surgery.

3. Eyeglass Prescription: You will need to provide an eyeglass prescri btion that is 1-2 years old.

ity in your prescription. Bring glasses to your appt.

This will shew if you have stabil : Wh
\/ Aen \/au
*+ Please discontinue your ntact lensuse** : '
5 your co le 'lUVVl n ‘H’ll
Your initial evaluation will not be until your contact% have (R}C\& &x ‘

been removed for the specified amount of timlé
contacts — minimum 30 ays for every decade worn

Soft Contacts - minimum of 30 days Toric (hard)

For Patient Safety Reasons— 1
There are NO children allowed in the Clinic i
Or Surgery Center at Anytime ‘

For more information: Follow us on Faeeheqk
https:lwww.faeebeok.éomlwarﬁﬁnter 7823&

1
?
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Refractive Surgery Consuit
Privacy Act Review
This statement serves to inform you of the purpose for collecting personal information as required in DHA Form 237.

AUTHORITIES: 5 U.S.C. 301, Department Regulation; 10 U.8.C., Chapter 55; Pub.L. 104-91, Health Insurance Portability and Accountability
Act of 1996; DoD 6025.18-R, Dol Heailth information Privacy Regulation; 10 U.§.C. 1071-1085, Medical and Dental Care; 42
U.S.C. Chapter 117, Sections 11131-11152, Reporting of Information; 10 U.5.C.1097a and 1097b, TRICARE Prime and
TRICARE Program; 10 U.S.C. 1079, Contracts for Medical Care for Spouses and Children; 10 U.8.C. 1079a, Civilian Health and
Medical Program of the Uniformed Services (CHAMPUS); 10 U.S.C.1086, Gontracts for Health Benefits for Certain Members,
Former Members, and Their Dependents; DoD [nstruction 6015.23, Delivery of Healthcare at Military Treatment Faciiities
{MTFs}; DoD 6010.8-R, CHAMPUS; 10 U.S.C. 1095, Collection from Third Party Payers Act, and E.O. 9387 (SSN).

PURPOSE: DHA Form 237 is used to collect information on active-guty service members applicants and will be used te determine medical
and administrative efigibility for elective ocular surgeries. Applicants will complete the form and submit the form through emait

to the closest Warfighter Refractive Eye Surgery Program ("WRESP") for review and pofential action.

ROUTINE USES: Information in your records may be disciosed to private physicians and Federal agencies, including the Depariments of
Veterans Affairs, Health and Human Services, and Homeland Security in connection with your medical care; other federal, state,
and local government agencies to determine your eligibility for benefits and entitiernents and for compliance with laws goveming
public health matters; and government and nongovernment third parties to recover the cost of healthcare provided to you by the
Military Health System. Any protected health information (PHI) in your records may be used and disclosed generally as permitted
by the HIPAA Privacy Rule (45 CFR Parts 160 and 164), as implemented within DoD. Permitted uses and disclosures of PHil

include, but are not limited to, treatment, payment, and healthcare operations.

APPLICABLE SORN: EDHA 07, “Military Health Information System” (November 18, 2013, 78 FR 68076)
_https:fidpcid.defense. aoviPrivacy/SORNsIndex/DOD-wide-SORN-Article-View/Article/57067 2/edha-07/,

DISCLOSURE:  Voluntary. If you chogse not to provide the requested information, there may be an administrative delay in authorizing your care,
but care will not be denied.

SECTION1.
LAST NAME: UNIT:
FIRST NAME: UNIT ZIP:
GRADE: WORK TEL:
ON FLIGHT STATUS: MOBILE TEL:
UNIT DESIGNATOR: MOS/AFSC/NEC/HIob )
DOB: (YYYYMMDD) CURRENT DUTY
STATION AND STATE:
AGE;
Do . PROJECTED ROTATION
D 10 DATE: (YYYYMMOD)
HOME EMAIL: CURRE%TU%D OF
. ACTIVE
WORK EMAIL COMMITMENT:
REQUESTED (YYYYMMDD)
TREATMENT
FACILITY:
FACILITY INFORMATION: YOUR MILITARY BRANCH: OTHER: (please specify)
SERVICE TYPE:
Have you had refractive surgery before?
Are you pregnant or nursing?
Have you or a family member been diagnosed with Keratoconus?

SECTION 2. Command Authorization (please see instructions on page 2)
USA/USAF must have > 6 months remaining on active duty on day of surgery
NAVY/USMC/USCG must have > 12 months remaining on active duty on day of surgery

Deploying within 6 Months: j]:l No 1[:] Yes SM's Priority Level (see instructions: [|:| 1 “:[ 2 “:] 3 ID 4
1s patient on limited duty and/or subject to a physical evaluation board? Do you approve for this SM to have refractive surgery?
[ Jyes [INo . Service information has been validated.
Full Name of Commanding Officer: RANK: -
SIGNATURE &
DATE:
PHONE NUMBER: EMAIL:
Page 1 of 3
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LAST NAME: | FIRST NAME:
SECTION 3. Professional Recommendation: (to be completed by OptometristOphthalmologist)

PROVIDER'S LAST, FIRST NAME:
SIGNATURE:

CLINIC TEL: {include area code) LOCATION:

DATE OF EYE EXAMINATION: (YYYYMMDD) PROVIDER EMAIL:
UcovA >1¥r. MRx: | Sphere Cylinder Axis CRx: | Sphere Cylinder Axis VA 20/
oD: 20/ oD: X oD: X ]
0O8S: 20 0s: X 0s: X

VERIFICATION: D < 0.50D change in sphere or cylinder in last 12 mos. D Dry eyes, blepharitis managed

Check allthat apply [:[ RGP wear; consider refit into soft daily wear CL |:[ Soft extended wear: must go to daily wear

COMMENTS:

Universal Warfighter Refractive Eye Surgery Program (WRESP) Application Instructions

1. To submit application, scan and email completed form to closet WRESP Center via thelr group mailbox in Section 1. You will receive
confirmation via email within30 days. If you do not receive a confirmation email within 30 days or need to make an update to your
contact infarmatien or have questions send an email and cali the WRESP center. This form covers the required NAVMED data fields
and requirements. All SMs will go through a thorough medical screening by WRESP staff to validate medical eligibility.

2. Guidance to unit commanders for processing requests for comeal refractive surgery (CRS).

a. This is a prograrn only intended for service members (SMs) on active duty (AD) orders and meets time-in-service (TIS) requirements set by
SM’s service component regulations.

b. CRS procedures (PRK - LASIK — SMILE - ICL} are elective ocular surgeries to reduce or eliminate the need for distance vision comrection and
enhance the readiness of SMs wha are medically and administratively qualified.

c. Commander's approval; by signing the refractive surgery consult form, they give their permission and verify:
(1)  The SM can be considered for enroliment in the WRESP, and for treatment, and meets *AD TIS requirements for this surgery.
(2) The SM, neither, has any adverse personngl action, nor, pending a medical evaluation board or physical evatuation board.
(3) SM may have to remain CONUS and is NON-Deployable for up to 90 days post-surgery (PRK: 90 days; LASIK/SMILEACL/RLE: 30
days). in rare cases, time can be longer.

(4)  After CRS the SM will be on CONVALESCENT LEAVE for 7 to 14 days and will have a PHYSICAL PROFILE/LIGHT DUTY condition
for a minimum of 30 days, but can be longer, in < 10% of patients. More recovery time may be needed if ICL and refractive
lens exchange are done, A month follow-up will needed with no deployments during that time.

(5) They acknowledge the SM is required to complete FOLLOW-UPS at 1, 3, and & months, with the possibility of 12-months or higher. If
SM is deploying/ separating from service before the 6-month exam is due, they are required to complete the 1- and 3-month exams and
then retum to for a post-operative exam at the completion of their deployment or before separation.

(6 VRESF centers may conduct medical studies. If so, additional information will be provided to service members prior o participation, =*if
eligible.

3. Referring Provider's Instruction.

The referring provider will complete a full ocular exam to include but not limited to: comeal thickness/pachymetry (if pessible), and
comeal fopography/tomography (if available). Physician will assure there is a stable Rx of more than one year to compare to

">1 yr MRx" in Section 3 and make a statement to that effect in the comments box.

a.

b. GComments pertaining to Pachs and Topos (Normal/Abnormal) will be added to the in the comments block in Section 3.
{Continyed on Page 3)
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FIRST NAME:

LAST NAME: ,
4. Treatment priorities for USN, USMC, and USCG.

a. Prierity 1 (High Priority}. SM's job requires them to frequently and regularly work in an extreme physical environment that preciudes the safe
use of spectacles or cortact lenses. SM has an unusually physically demanding and dengerous job. Probabifty of survival would clearly be
enhanced with this procediurel (Examples: aviglors/EOD/Special Forces, Combat Amms Deploying within & Months).

b. Priority 2. SM's job requires fhem to frequently and reguiarly workin 2 physical environment where spectacle or contact lens use is possible
and would not compromise personal safety or jeopardize completion of the mission, but where their use is physically more difficuit or
chalienging. NOT a safety or Survivability issue. Procedure is fikely to enhance job performance. High pricrity, but not absolutely imperative.

(Example: Seourity Forves, military duties include use of NVG, or respiratary masks or Marines not in Category )

¢. Priority 3. SM is not typicallyiexposed to environmental exireres or physical activity or use of equipment precluding use of spectacles or
contact lenses, but may on occasion, qualffy for Category i

d. Priority 4. SM's job rarely or ever eXposes them to extreme conditions, phiysical activity, or use of special equipment where performance

would be diminished by use of glasses or contact lenses.
(Example: administrative, clerical, office work inan indoor, non-extreme environmert)

all regulatory requirements for AD TIS are met.

* itis ultimately the Commander's resgaonsihiﬁty to validate and confirm
H
be made to SM and commander.

 WRESP centers may conguct medisal studies. If so, full disclosure will
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~ REFRACTIVE SURGERY PATIENT HISTORY

——-——*_—.—.——-—-——-—"—__ T i s —
The coliection of information is governed by the Authority, Purpase and Routine Uses Identified in DI Form 2005, Privacy Act Statement - Health Care Records.

1. PATIENT NAME (Last, First, M)

2. DATE

3. DODCACD

REFRACTIVE HISTORY

4, Flow many years have you wom glassés?

5. How many years have you worn contact lenses?

6. Howold is your current glasses prescription?

7. When did you last wear contact lenses?

8. Do you or have you ever wom bifocals?

9. Have you ever had difficulty with contact lens wear? Describe

10. CONTACT LENS TYPE:[]Soft CJRigid Brand: ____________________—————

11. ALLERGIES Do you have any allergies to medications? CJNO [J YES

Please list medication and reaction. —
12, DCULAR SURGERY Have you ever-had surgery or [aser treatments on your eyes? CINC I YES
Specify ; _ :
13. OCULAR HISTORY Do you have ariy of the following eye problems?
Amblyopia/Lazy Eye Cino O YES Cataracts Cno £ YES Conjunctivitis, recurrent [Ono O YES
Comeal Ufiger [ONO CJYES  Double Vision NG JYES  .DryEyes no I YES
Glaucoma orHigh Eye Pressure NG [IYES  Herpes SimplexiZoster [JNO [ YES Keratoconus CINO LI YES
Retinal Problems nNo O YES Trauma CIne E1YES
Other CINO [1YES Specy
14, MEDICAL HISTORY Do you or have you ever had the following?
Arthritis Oone O YEs Bregthing Problems (I NO [J YES Diabetes CIno O YES
Heart Problems I'_'IN@ 3 YES High Blood Pressure COno [JYES Migraine Headaches ne [JYES
Pacemaker [ING [IYES  Immunosuppression/HIV CINO Jvyes
Other Medical Problerns CING CIYES Specly e —
' 15, MEDICATIONS Are yau taking any df the following?
Accutane {lsotretinoin) NG JYES Birth Control Pills Ono O YES Cordatone (Amiodarone) LINO [J YES
Immunosuppressants One [JYES Imitrex (Sumatriptan) [ NO [J YES Steroid Medication Cino 3 ves

List other medications you are currently faking:
18, PATIENT SIGNATURE '

17. DATE

18, TECHNIGIAN COMMENTS Web Stes Provided LINO [ YES .
Convaléscent Leave Form Provided CINO [ YES

VISX Booklet Provided CINO [J YES

Consent Form Provided I NO [J YES

19, TECHNICIAN NAME (Last, First, MI}

20. TECHNICIAN SIGNATURE

21. DATE

22, PHYSICIAN CONMENTS

23, PHYSICIAN NAME (Last, First, MD) .

24, PHYSICIAN SIGNATURE

25. DATE

26. FOR OFFICIAL USE ONLY
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11. DUTY PHONE (DSN)

i WILFORD HALLMBE;LAT@_R} SURGICAL CEETER REFRACTIVE SURGERY PAﬂENI_INFORH_A[ION
The collection of mformation is governed by the Authority, Purpose and Routine Uses Identified in DD Form 2005, Privacy Act Statement - Health Care Records.
1. PATIENT NAME (Last, First, MI) 2. OCCUPATION 3. AFSC 4, DATE
5. GRADE 6. MARITAL STATUS 7. DOGDCACID 8. DATE OF BIRTH (MMWDD/YY) | 9 SEX
[IMALE [JFEMALE
10, DUTY ADDRESS (Cily, State, Zip Code, Country)
12. DUTY PHONE (Commercial) 13. DUTY EMAL

35. STATE

4
1

'36. ZIP CODE

14, STATUS
[JAcive Duty [JReserve [JRetiree [{iDependent [IOther
15, SERVIGE . 16. END OF ACTIVE SERVICE (MM/DD/YYYY)
{JAir Force [Army [[INavy [Marife Corps []Other
17. HOME STREET ADDRESS (Apartriient Number if applicabie) 18, CITY 19. STATE
20. ZIP CODE 21, COUNTRY 22. HOME PHONE 23. HOME EMAIL
24, EMERGENCY CONTAGT (Other than spouse) 25. RELATIONSHIP 26. PHONE
27. HOME STREET ADDRESS (Apartmient Number if applicable) | 28. CITY 28, STATE 30. ZIP CODE | 81. COUNTRY
32, NAVE OF EYE GARE PROVIDER _ 33. ADDRESS 34. GITY
37. COUNTRY 38, PHONE

39. YOUR INTERESTS (qmanmépw.)
[MAercbics [Biking [JHiking [JFarily [Jogging [IMovies [IReading [_JShopping []Other

40. Amount of ime you spend wearing g!ame or contact

fenses foryour DISTANGE vision. [ J0% [J<26% [J2s50% [T]5176% [Jrs-100%

1. Whatdo you hope to achieve from having laser eye surgery? There can be no guarantee that gl

lasses and contact lenses will no longer be necessary.

42. FOR OFFICIAL USE ONLY

'S WiDW FORM 2914, 20190215
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] CTIVE SURGERY MANAGED CARE AGREEMENT

The collection of information sgmwﬁ%mmm
1, PATIENT NAME (Last, First, M) 2. RANK [Jusae [Jusa [JusN  [Juswc

. [Jusce [7]usPHs []NOAA
3. MILITARY INSTALLATION f 4, PHONE 5. E-MAIL

6. Inthe next® months are you: [} PCSing [T Separating [ Refiring [_] Deploying A
7. Refractive Surgery Center: ] JointWarfighter, Lacand AFB [ USAF Academy [T] Wright-Pattersan AFB [] Keesler AFB [] Travis AFB
[ JointjBase ElmendoriiRichardson [ ] Andrews AFB [[] otherooD

—_——

PATIENT AGREEMENT (After reading arid understanding, initial each statement.)
1 request to be returned fo my local eye clinic for post-operative care following refractive surgery at the Dol Refractive Surgery Center listed above.
The Refractive Surgery Center staff will be available for additional consultation as needed.

1 will contact my local Optometry Clinic to schedule my first follow-up appointments as seon as ] am nofified of my surgery date.
{ understand that 1 must comply wnﬁ\ and accomplish all required referral and follow-up evaluations as required by USAF policy. Non-compliance may

resuft in duty resfrictions or msqmiﬁmn

I will contac! my local Optometry Ciinic or Primary Care Manager
Congition status after surgery and cannot deploy or PCS for up to
_ dirﬁcpriurmbeingdearedloresu@neunresﬁdedduﬂes.

I understand that | must bring the package of all pre-cperative evaluations, surgical reports, and follow-up exans provided by
Center to my local optometry clinicifor inclusion in my ilitary medical records.

8. PATIENT SIGNATURE

within 3 days of recelving treatment. | am aware that | will be placed on Duty Limiling
4 months after surgery. | understand that | must be evaluated by the base optornetry

the Refractive Surgery

9. 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-LASHK, WFG-PRK) requires a 2 month pressure check.

REFERRING DOCTOR'S AGREEMENT
i%s Co-Management Course. | will manage this patient and accept responsibility for his/her post-operative care.

1 cerlify that | have atlended the USAF-CR
1 agree to refer this patient promptly if a condition arises post.operatively that will require further treatment by the Refractive Surgery Center. [ will assure that
am able to provide post-operative care until the expiration date provided below.

12. CO-MANAGEMENT EXPIRATION DATE

11, OPTOMETRIST SIGNATURE

10. REFERRING OPTOMETRIST STAMP
(Not to exceed one year from exam date

13. MILITARY INSTALLATION ' 14. PHONE 15, FAX 16, E~MAIL

59 MDW FORM 24, 20190215
Prescribed by 59 MDWI! 44-188



AUoF / PRP CONSENT FORM

AUoF: [IYES [INO PRP: [JYES []NO

(Work with Nuclear Weapons)

(Do You Canty A Weapon)
PERSONNEL RELIABILITY PROGRAM

ARMED USE OF FORCE

FLYING STATUS: [] YES NO
Actively Flying or not makes no difference

RESERVES or NAT'L GUARD: [] YES [] NO

RELEASE AND CONSENT FOR OCULAR IMAGING DIAGNOSTIC TESTING

I hereby authorize images to be taken for medical purposes. I agree to the use
of the negatives, brints, copies or reproductions for insurance documentation,
monitoring my condition, for teaching, and for publication for educational

purposes.
+++++*MPORTANT INFORMATION**+++

PLEASE READ THE FOLLOWING INFORMATION AND SIGN THAT YOU
ACKNOWLEDGE;|

**Your appointmént may last 2-3 hours. You will be dilated. The dilation may
iast 2-3 hours. There are NO children allowed in our clinic or Surgery center. It
is up to you to bring a driver if you are not comfortable driving. It is NOT

mandatory as thi is an Elective surgery.

Signature Date:



