
VISION ONE LASER AND SURGERY CENTER 
PHYSICIAN PREOPERATIVE HISTORY & PHYSICAL/CLEARANCE 

 
140 John Robert Thomas Drive • Exton, PA 19341 

Phone: 610-280-9144 • Fax: 484-203-3019 
 

Dear Provider: 

A pre-operative evaluation & clearance is required for this patient who is scheduled for elective outpatient surgery.  
 
An EKG is not required for cataract patients but is required for oculoplastic and retinal surgery patients to include 
interpretation and tracing. All CKD3 & CKD4 patients require a metabolic panel & potential clearance from 
Nephrologist. All patients with extensive Cardiac hx i.e. stenosis require a recent ECHO with EF% along with most recent 
Cardiology office visit note. If you feel additional testing is necessary, please indicate below. Please complete this form 
and then FAX TO: 484-203-3019 as soon as possible. Thank you.  
 
 ________________________________________________________ 
   Surgeon, Vision One Laser and Surgery Center 
 
Patient’s Name___________________________________________________  Surgery Date_______________________ 
DOB:_________________  Diagnosis___________________________________________________________________ 
Proposed Surgery___________________________________________       Proposed Anesthesia  □ Local 
                  □ MAC 
                                                                                                                               □ General Anesthesia  
Significant Past Medical History: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
 
Current Medications *Please note: all GLP-1 & SGLT2 medications need to be held prior to surgery – time frame is 
dependent on specific medication.** 
   ________________________________________    _________________________________________ 
   ________________________________________    _________________________________________ 
   ________________________________________    _________________________________________ 
   ________________________________________    _________________________________________ 
 
Allergies:    
__________________________________________________________________________________________________
__________________________________________________________________________________________________ 
B/P   ________/________     Pulse________     Resp_______     Weight_______   Height________ BMI _________ 
Heent_____________________________________________________________________________________________ 
Lungs_____________________________________________________________________________________________ 
Cardio-Vascular____________________________________________________________________________________   
Abdomen__________________________________________________________________________________________ 
Extremities________________________________________________________________________________________ 
Neuro/Psych_______________________________________________________________________________________ 
Remarks___________________________________________________________________________________________ 
Medical Condition Acceptable for Proposed Procedure □ Yes 
Physician Name and Address (Print or Use Stamp) 
__________________________________________________________ 
__________________________________________________________ 
__________________________________________________________             AFFIX PATIENT LABEL HERE 

__________________________________________________________ 
Physician’s Signature                                                            Date 
   














