ENCLOSURE 4:  Format this document as an overprint for SF600, which can then be  enclosed in the outpatient medical record   


POST-OP MEDICAL CLEARANCE CORNEAL REFRACTIVE SURGERY
From:
____________________________________(Name of eye care provider)


____________________________________ (Address)


____________________________________


____________________________________


_(____)_______________________________(Office phone number)

To:
Service Member’s Primary Care Provider 

Subj:
MEDICAL CLEARANCE FOR ______________________________________ (Rank/Rate, First name, Last name, Service number) TO RETURN TO FULL AND UNRESTRICTED DUTY FOLLOWING CORNEAL REFRACTIVE SURGERY 

1. The above named service member had __________________________ (type of corneal refractive surgery) performed in the right eye / left eye / both eyes on __________________ (date). As a military or civilian eye care provider (ophthalmologist or optometrist) that has evaluated the service member following  surgery, the purpose of this letter is to recommend when he or she may return to work on a full time basis without any further restrictions based on the guidelines provided in paragraphs (2) and (3).  I understand this document will be placed in the service member’s outpatient military health record.

2. I understand that most service members are able to resume routine daily work activities within a few days after surgery.  However, due to the need for follow-up care in the immediate post-operative time period, service members usually will not be returned to full and unrestricted duty until approximately 1 month following surgical correction of myopia, and possibly as long as 3 to 4 months after surgical correction of hyperopia.  Full and unrestricted duty is defined as the ability to perform all job responsibilities of their rank/rate, as well as being suitable for deployment to isolated duty locations where routine eye care services are not readily available. 

3.
I certify that the following pre-requisites for full and unrestricted duty assignment have been met:

a.
All topical eye drops (including steroids or anti-inflammatory agents) have been discontinued.  Artificial tears may be used as needed.

b.
Post-operative BEST CORRECTED visual acuity is greater than or equal to 20/20 in each eye that had surgery, OR is within one line of the BEST CORRECTED pre-operative visual acuity in each eye that had surgery:

Best corrected visual acuity PRE-OP =
20/___ OD, 20/___ OS.

Best corrected visual acuity POST-OP =
20/___ OD, 20/___ OS.

Uncorrected visual acuity POST-OP =
20/___ OD, 20/___ OS.

c.
There are no visually debilitating symptoms related to surgery.

4.
I recommend that the service member may return to full and unrestricted duty as of _________________________(date).  



________________________________

________________



(Signature of eye care provider)


(Date)

PRIMARY CARE PROVIDER ENDORSEMENT OF RETURN TO FULL AND UNRESTRICTED DUTY FOLLOWING CORNEAL REFRACTIVE SURGERY 

1.
I have reviewed the Medical Clearance Form for Return to Full and Unrestricted Duty Following Corneal Refractive Surgery ICO __________________________________ (Rank/Rate, First name, Last name, Service number).

2.
As part of the fitness for duty, I have determined whether the service member’s job occupation requires a minimum specified visual acuity requirement in order to perform her or his duties (as listed in the Manual of Medical Department).  The uncorrected visual results following surgery must meet those specified standards.  If the service member’s uncorrected visual acuity following surgery does not meet the specified standards, then the member must have received additional vision correction in the form of glasses or contact lenses that enables him or her to fulfill the visual acuity requirements before returning to duty.

3.
In accordance with current BUMED guidance, I have verified that the type of corneal refractive surgery the service member had performed does not disqualify her/him from retention on active duty in his or her current NEC or NOBC.

4a.
The service member’s eye care provider (military or civilian) has verified that all of the prerequisites identified in paragraphs 3(a) – 3(c) of the Medical Clearance form have been satisfied.  Effective ________________________ (date), the service member may return to full and unrestricted duty, which is defined as the ability to perform all job responsibilities of their rank/rate, as well as being suitable for deployment to isolated duty locations where routine eye care services are not readily available. 






OR

4b.
One or more of the prerequisites identified in paragraph (3) were not satisfied, but the service member has been evaluated by a military ophthalmologist or optometrist and has been recommended for return to full and unrestricted duty effective _________________________ (date).

_________________________
_______

__________________
__________

Provider’s signature

Rank/Rate
Printed name or stamp
Date

