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Consent for planned co-management after eye surgery
 
Dr. ___________________ (name of surgeon) will be performing 
______________________ (type of surgery) on me. Due to continuity of care, I would like Dr. Sara Berke to perform my postoperative follow-up care. I have discussed this postoperative selection with my surgeon.     
                                                                                                          
I understand that my co-managing optometrist Dr. Sara Berke will contact my surgeon immediately if I experience any complications related to my eye surgery.   

I understand that my financial responsibility will be in the amount of $____________ and is due to Dr. Sara Berke at the time of service. 
I understand that I may contact Dr. __________________________ (name of surgeon) at any time after the surgery. 

Patient (Print):_______________________________	

Patient (Sign):________________________________

Date:_______________________________________
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