
TRIPLER ARMY MEDICAL CENTER 
Refractive Surgery Clinic  |   (808) 433-3089

Refractive Surgery Patient Questionnaire 
PATIENT INFORMATION 

Name (Last, First, Ml): _________________________________________________________  DOB: ______________________ Age: ____ 

Gender:   M     F     DOD ID: ___________________  

Active Duty / AGR / Reserve (circle one)    Rank: ____________ Branch of Service (circle one): USA USAF USN USMC USCG USPHS 

Mailing Address: ____________________________________________________________________________________________________ 

Telephone Numbers: Work: ___________________________  Cell: ____________________________ 

Military Email (.mil): ___________________________________________________________________________________________________  

Unit of Assignment: ______________________________________ Occupational Specialty: ____________________________________      

Are you being deployed?  Yes  No    Date of deployment:_____________ETS Date: _____________ PCS Date: _____________ 

Training / TOY / Leave Dates: __________________________________________________________________________________________ 

Pending Disciplinary Action or Medical Evaluation Board (MEB) or on LIMDU?: Yes  No   

Have you been previously screened at Tripler for Refractive Surgery? Yes  No 

MEDICAL INFORMATION 

Are you allergic to medications?  Yes  No 

List by name: ___________________________________________________________________________________________________ 

Have you had any immunizations in the last 12 months?  Yes  No 

List by name & date given: ____________________________________________________________________________ 

Please circle and list all medications you are currently taking: (including over-the-counter medications and nutritional 

supplements) Doxycline/Tetracyclines, Allergy Medications, Diabetic Medications, Thyroid Medications, Cordarone, 

Hormone Therapy, lmitrex, Coumadin, Retin-A/Accutane 

Any others, please list: _____________________________________________________________________________________________________________ 

Please describe: 

Past Surgical History: ______________________________________________________________________________ 

Major Illnesses: ___________________________________________________________________________________ 

Do you smoke?         Yes(currently)    No (never)               No (Quit date: ___________________ ) 

I, (print name) ________________________________________________ , am a full-time active duty service member 
assigned to an active duty tenant unit stationed on Hawaii. I am NOT on active duty orders as mobilized Reserves 
or National Guard. I am aware that I must have at least 6 months time-in-service left on my active duty contract at 
the time of surgery in order to be scheduled for surgery (Army / Air Force / Space Force) or 12 months time-in-service 
left for (Navy / Marines / Coast Guard). 

    Patient Signature :  ______________________________________________________

*****FEMALE PATIENTS ONLY***** 

ARE YOU CURRENTLY OR IN THE PAST 6 MONTHS: 
 Pregnant          Nursing  Miscarriage  Neither Pregnant, Nursing, or Miscarried in the last 6 months 

Patient Signature: _____________________________________________ Date: ________________________ 

Office Use Only:        Ticket # ________ 

Rodeo Date: _____________________ 

Appt Date: ______________@ ______ 
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Name (Last, First, Ml): _________________________________________________________  DOB: ______________________  

FAMILY HISTORY 

Do you have a family history of (circle below): 

Glaucoma Macular Degeneration Crossed or Lazy Eye Cataracts 

Corneal Disease Retinitis Pigmentosa Diabetes Adopted 

   None of the above                 Other: _______________________________________________________________________________ 

Have you ever been diagnosed and/or treated for: 

Sleep Apnea Yes No

Diabetes (year diagnosed) ________ Yes No

Heart Disease Yes No

Cancer (type _______________________) Yes No

Keloid Scarring Yes No

Herpes / Shingles / Cold Sores Yes No

High Blood Pressure / Hypertension Yes No

High Cholesterol Yes No

Arthritis Yes No

Lupus Yes No

Headache (circle below) Yes No

        Migraine                          Tension         Sinus 

Skin Ailments (circle below) Yes No

        Eczema                          Psoriasis           Rosacea 

Environment / Seasonal Allergies Yes No

Any problem(s) not listed? Yes No

        Please specify: ___________________________________ 

Have you ever had: 

Dry Eye Yes No

 Glaucoma Yes No

Cataracts Yes No

Retinal Detachment Yes No

Eye Injury Yes No

   Please specify: ___________________________________ 

Macular Degeneration Yes No

Iritis / Uveitis Yes No

Crossed Eye(s) Yes No

Lazy Eye / Amblyopia Yes No

Refractive Surgery (circle one):   LASIK     PRK     SMILE    ICL  

   Date / Location: __________________________________ 

Eye Surgery (other) Yes No

  Please specify: ___________________________________ 

Eye Infections Yes No

  Please specify: ___________________________________ 

Keratoconus Yes No

GLASSES / CONTACTS HISTORY 
Do you now, or have you ever, worn glasses? Yes  No                 How long? _________________________________ 
Do you now, or have you ever, worn contact lenses? Yes  No  Date you last wore your contact lenses: _________________ 

Hard contact lenses: ______________ (years)  Soft contact lenses: ______________ (years) 

Any problems while wearing contact lenses? (i.e. dry eye, lens intolerance, infections, red eyes, etc.) Yes  No 
Please specify: ________________________________________________________________________________________________ 

Knowing that there can be NO GUARANTEE that glasses or contact lenses will no longer be necessary, what do you hope to 
achieve from refractive eye surgery? 
_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________ 
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Controlled by: DHA 
CUI Category: PRVCY 
LDC: FEDCON  
POC: dha.ncr.bus-ops.mbx.dha-formsmanagement@mail.mil

CUI (when filled in)

CUI (when filled in)

PRIVACY ACT STATEMENT - HEALTH CARE RECORDS

This form is not an authorization or consent to use or disclose your health information.

1. AUTHORITY FOR COLLECTION OF INFORMATION INCLUDING SOCIAL SECURITY NUMBER (SSN):

10 U.S.C. 136, Under Secretary of Defense for Personnel and Readiness; 10 U.S.C. Chapter 55, Medical and Dental Care;
42 U.S.C. Chapter 32, Third Party Liability for Hospital and Medical Care; 32 CFR Part 199, Civilian Health and Medical
Program of the Uniformed Services (CHAMPUS); DoDI 6055.05, Occupational and Environmental Health (OEH); and
E.O. 9397 (SSN), as amended.

2. PRINCIPAL PURPOSES FOR WHICH INFORMATION IS INTENDED TO BE USED:

Information may be collected from you to provide and document your medical care; determine your eligibility for benefits
and entitlements; adjudicate claims; determine whether a third party is responsible for the cost of Military Health System
(MHS) provided healthcare and recover that cost; evaluate your fitness for duty and medical concerns which may have
resulted from an occupational or environmental hazard; evaluate the MHS and its programs; and perform administrative tasks
related to MHS operations and personnel readiness.

3. ROUTINE USES:

Information in your records may be disclosed to:
• Private physicians and Federal agencies, including the Department of Veterans Affairs, Health and Human Services, and

Homeland Security (with regard to members of the Coast Guard), in connection with your medical care;
• Government agencies to determine your eligibility for benefits and entitlements;
• Government and nongovernment third parties to recover the cost of MHS provided care;
• Public health authorities to document and review occupational and environmental exposure data; and
• Government and nongovernment organizations to perform DoD-approved research.

Information in your records may be used for other lawful reasons which may include teaching, compiling statistical data, and 
evaluating the care rendered.  Use and disclosure of your records outside of DoD may also occur in accordance with 5 U.S.C. 
552a(b) of the Privacy Act of 1974, as amended, which incorporates the DoD Blanket Routine Uses published at:  
http://dpcld.defense.gov/privacy/SORNsIndex/BlanketRoutineUses.aspx. 

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 by DoD 6025.18-R.  Permitted uses and disclosures of 
PHI include, but are not limited to, treatment, payment, and healthcare operations.

4. WHETHER DISCLOSURE IS MANDATORY OR VOLUNTARY AND EFFECT ON INDIVIDUAL OF NOT PROVIDING
INFORMATION:

Voluntary.  If you choose not to provide the requested information, comprehensive health care services may not be possible,
you may experience administrative delays, and you may be rejected for service or an assignment.  However, care will not be
denied.

This all inclusive Privacy Act Statement will apply to all requests for personal information made by MHS health care treatment
personnel or for medical/dental treatment purposes and is intended to become a permanent part of your health care record.

Your signature merely acknowledges that you have been advised of the foregoing.  If requested, a copy of this form will be
furnished to you.

5. SIGNATURE OF PATIENT OR SPONSOR 6. SOCIAL SECURITY NUMBER OR
DOD IDENTIFICATION NUMBER
OF MEMBER OR SPONSOR

7. DATE (YYYYMMDD)

DD FORM 2005, JUN 2016
PREVIOUS EDITION IS OBSOLETE.
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REPORT TITLE  
INTERDISCIPLINARY PATIENT /FAMILY TEACHING FLOWSHEET 

OTSG APPROVED (Date) 
(YYYYMMDD)

If change in education assessment, then a new Patient Encounter Flowsheet will be Initiated. 
Assessment of Abilities and Barriers to Learning: may completed by patient/family member
If completed in another document, check box below: 

MEDCOM FORM____________  CIS         SF 600           ALTHA 

To be answered by patient/family member: 

1. How do you best learn new information?  Reading    Videos   Computer  Demonstration 
 Other_______________________________________________________________________ 

2. Do you communicate in  English  Other________________________ 
3. Do you have any Religious or Cultural beliefs that would be a barrier to learning?    No     Yes (If yes,
please explain)
Comment________________________________________________________________________________________________
4. Do you have any Physical Barriers to your learning:  None  Vision  Hearing, 
Other_____________________________ 
5.  Do you have any Emotional Barriers to learning :     None      Fear        Anxiety      Depression
Comment________________________________________________________________________________________________ 

Staff Assessment: 
7. Readiness To Learn:  Exhibits readiness to learn?    Yes      No       Comment__________________ 

8. Cognitive:  Exhibits ability to grasp concepts & responds to questions?     Good        Limited   Other 

Comment____________________________________________________________________________________ 

Learning Objectives: Laser Clinic Encounter 
(List Patient/Family Teachings below and on back)

Date & 
Signature 
When Met 

Pt: 
V &/or D

1. Attended Laser Briefing  and verbalize the understanding
and expectations of Laser Refractive Surgery.

2. Verbalize understanding the proper usage of prescribed
medication.

3. Verbalize the understanding of the healing process for
specific refractive procedure.

4. Understanstand pre/post operative instructions.
Pt response: V = Pt Verbalized understanding, D = Pt Demonstrated understanding: 

 (write N/A in date & initial column, if objective is not applicable)    (Continue on reverse) 

PREPARED BY (Signature & Title DEPARTMENT/SERVICE/CLINIC DATE (YYYYMMDD 

PATIENT'S IDENTIFICATION (For typed or written entries give: Name last, 
first, middle; grade; date; hospital or medical facility)  HISTORY/PHYSICAL  FLOW CHART 

 OTHER EXAMINATION    OTHER (Specify) 
  OR EVALUATION 

  DIAGNOSTIC STUDIES 

  TREATMENT

DA FORM 4700, FEB 2003            EDITION OF MAY 78 IS OBSOLETE  USAPA V100 

TAMC OP 358-216, 14 MAR 07, MCHK-HE
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 Learning Objectives: Laser Clinic Encounter cont: 
Date & Signature 
     When Met 

 Pt 
V &/or D 

5. Verbalizes safety precautions and correct use of eyewear
after laser surgery.

6. Verbalize how to access services and how to obtain
follow-up and further care.

7. Verbalize understanding of role in managing pain, limitations
of pain treatment, as well as understanding of importance of
pain scale use and responses to pain intervention.

8. Handwashing Discussed.

Office Use Only
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Appointment Communication Log 

Commander’s Ltr Dated:  ______________ DEROS/PRD:  ______________ ETS/EAOS Date:  ______________________ 
     Verifying Document: ____________________ 

Assumption of Command /By Direction Memo:  ______________          Refractive Brief Acknowledge Form ____ 
            Notice of Privacy Practice Scanned ____ 

Training/Underway _________________________________________ 
Deployment _________________________________________ 
Leave _________________________________________ 
PCS _________________________________________ 

Re-enlistment/Extension/Deployment paperwork: _______________ 
Verified by:   _______________    
-------------------------------------------------------------------------------------------------------------------------------------------------------- 
Date of Eye Exam/RX: __________________________________________________________ 

Patient Learning Form: ________________           TAMC Clinic Con Leave Form: ________________ 

Initial Eval:             Doctor’s Eval:                Contact Lenses:  

Surgery:________________________@_________ PRK  /  PRK c̅ MMC  / LASIK  /  SMILE  /  KXL    OD / OS / OU  

Surgeon:  ______________________________________  KXL COVID Test: ____________________ 

1 Day Post-Op:                                   @                                  7 Day Post-Op:                                      @ 

Surgery Completed: _______________________ PRK  /  PRK c̅ MMC  / LASIK  /  SMILE /  KXL    OD / OS / OU     

Surgeon:  ______________________________________ 

DATE:      TIME:       APPT TYPE:        DOCTOR: 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

______________________      @________________   ____________________   ____________________ 

Office Use Only
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NOTES 
__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

Rank: ------------------------------------------------------------- 

Cell:  ------------------------------------------------------------- 

Work: ------------------------------------------------------------- 

EMAIL: ------------------------------------------------------------- 

Office Use Only



BLA
NK



LASER REFRACTIVE SURGERY CENTER 
TRIPLER ARMY MEDICAL CENTER 

UPDATED: 05 SEP 2025 

ATTENTION 
This patient is in a SPECIAL DUTY status as noted below 

There are additional administrative and clinical restrictions per service 
regulations 

 AIR FORCE:
o Flight – Must complete preoperative exam thru Hickam AFB 

Optometry first on AASD USAF-CRS Application (27Feb2025), then 
Flight Surgeon & Aviation Consultation Service approval (ACS @ 
Wright-Patterson) before following Tripler website instructions.
 NO monovision
 NO ICL

o Non-flight – DHA Form 237 (OCT 2024), follow Tripler website 
application procedures
 ICL OK

 NAVY/MARINE:
o Flight Status – LASIK preferred, Flight Surgeon approval

 Pilot (Class I): NO ICL, US Navy surgeon only
 NFO/Aircrew (Class II): ICL OK, LASIK preferred
 Air Traffic Control/ UAV (Class III,IV): ICL OK, LASIK preferred
 LASIK: -11.50  +6.00 SE; Cyl <6.00; PRK no limit

o Dive/Spec Ops/EOD/Marine Recon:
 Qualified: 1 month no special duty
 Applicant: 3 month waiting period after CRS

o Submarine Duty:
 Qualified: must be on shore duty/shipyard for at least 3 

months with 30 days remaining AFTER surgery before sub ops
 Applicant: 3 month waiting period after CRS
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