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PredForte QID Other:

Comments

O We will contact surgery scheduler at 541-482-8100 Ashland or 530-842-2760 Yreka
to arrange 2" eye surgery.

O Surgeon please contact patient to arrange 2" eye surgery

2" Eye ADL (Activity of Daily Living difficulties)

Signature

Please fax all postoperative exam reports to (Ashland) 541-488-5081 (Yreka) 530-842-5839.
Please contact the surgeon immediately at 541-482-8100 for any medical or surgical concerns.
Contact Rene” Morehouse at 541-482-8100 Ext. 332 if you have any questions.



