
Dear_________________________

Thank you for choosing Dr. Harton and the Harbin Clinic Laser Vision Correction Center for your laser vision

correction surgery.

      Your procedure has been scheduled as follows:

                      DATE:______________________________            Rome Ð 550 Redmond Road .  ZIP-30165          
                      ARRIVAL TIME:____________________             
                      SURGERY TIME:____________________                             

! You should expect to spend about 1 hour with us.  You will need a driver to take you home after your procedure.

! Payment is expected on the day of surgery.  Cash, check, credit card, and/or financing are all acceptable means

      of payment.  If you wish to obtain financing, please call CareCredit at 800.365.8295 or apply online at

   www.carecredit.com before the day of your procedure.

! Please find enclosed with this letter, three important pieces of information:

1) Day of Procedure Instructions.  Please read this carefully and follow the instructions precisely.  This

will help make your experience even more pleasant.

2) Consent Form.  Please read it carefully.  If you have ANY questions regarding the informed consent,

please feel free to call Paige Bennett anytime at 706-233-8556 or 770-386-9442.  

                    Once you are comfortable with the information in the consent form:

! BRING THE CONSENT FORM WITH YOU ON THE DAY OF YOUR PROCEDURE.  

! DO NOT SIGN THE FORM, but do fill out all of the information requested.. You will sign

it in our office on the day of surgery. This will enhance our efficiency.

3) Prescription for Zymar  (antibiotic eye drop) and Prescription for Acular  (anti-inflammatory drops).

Please have these filled before your surgery day and bring them with you on your procedure day along

with a large box of REFRESH PLUS eye drops or BLINK TEARS (available over the

counter).

! If you were referred by another eye doctor, you will also find a co-management form.  Please read it carefully.  

Finally, your 1-day follow up appointment will be with:

Dr. _________________in________________ at_____________.

Thank you again for choosing Dr. Harton and The Harbin Clinic for your laser vision correction surgery.

  

We are excited for you and look forward to providing you with a pleasant and rewarding experience.



 
DAY OF PROCEDURE INSTRUCTIONS 

 
In preparation for you LASIK Eye Surgery, please follow the instructions below. 

 

! Please be prompt in your arrival time. 
 

! Discontinue wearing your contact lenses the day prior to surgery. 
 
! Follow your regular meal pattern.  No need to fast. 

 
! If you are presently taking medications, continue the prescribed dosage. 

 
! Carefully remove all makeup the night before surgery. 

 
! Wear loose, casual clothing.  The procedure room is around 65 degrees. 

 
! If you have a cold, fever or eye irritation, call us prior to surgery. 

 
! Someone must drive you home from your procedure. 

 
! We do not recommend that you plan activities for the evening of your procedure 

 
! Perhaps most importantly, the laser is sensitive to odors of all kinds: 
           DO NOT wear colognes, perfumes or makeup on the day of surgery. 
           DO NOT use hairspray, mousse, or gel. 
           DO NOT use scented body lotions or face creams. 
           DO NOT wear earrings or facial jewelry. 

 
Failure to follow these instructions could result in your procedure being cancelled. 

 
Please RememberÉ 

 
Payment for the procedure is due on the day of your procedure. 

 Payment can be made by cash, check, and/or all major credit cards.  
 Please bring your form of payment with you. 

  If you have chosen to finance your procedure, be sure that you have taken the appropriate steps to have this set 
up.  Your paperwork from the financing company will be at our office, ready for you to sign, 

 on the day of  your procedure. 
 

 
If you have any questions about your LASIK surgery, please call 706-233-8556  or 770-386-9442.   

We want this to be as positive an experience for you as possible. 
 
 



LASIK CONSENT FORM 
 
Please fill out the areas designated with (*) and bring this form back on day of surgery. 
 
This information is to help you make an informed decision about having LASIK (Laser Assisted Intrastromal 
Keratomileusis). LASIK is a laser vision correction procedure used to treat your nearsightedness, farsightedness, and/or 
astigmatism.  Take as much time as you wish to make a decision about signing this form.  You are encouraged to ask 
any questions and have them answered to your satisfaction before you give your permission for surgery.  Every 
procedure has risks as well as benefits and each person must evaluate this risk/benefit ratio for himself/herself in light 
of the information that follows. 
 
Spectacles and contact lenses are the most common method of correcting nearsightedness (myopia), farsightedness 
(hyperopia), and astigmatism.  When tolerated well, they are likely to be a good alternative to LASIK.  LASIK is a type 
of ÒrefractiveÓ surgery, meaning a surgery that alters the natural focusing power of the eye.   Refractive surgery is 
continually evolving and other procedures may be available as an alternative to LASIK.  You should also be aware that 
having any refractive procedure, including LASIK, could potentially disqualify you from some professions, including 
the military and certain law enforcement agencies.  It is your responsibility to research potential disqualifications that 
may apply to you. 
 
LASIK permanently changes the shape of the cornea, the front ÒwindshieldÓ of the eye.  The procedure is performed 
under a topical anesthetic (drops in the eye).  The procedure involves folding back a thin layer of corneal tissue 
(corneal cap) and then removing a thin layer of corneal tissue with the light from an excimer laser.  After removal, the 
flap is replaced and bonds back into place without the need for stitches.  The result of removing thin layers of tissue 
causes the cornea to flatten in the case of nearsightedness, or steepen in the case of farsightedness or become more 
rounded in the case of astigmatism. This changes the focusing power of the cornea.  Although the goal of LASIK is to 
improve vision to the point of not being dependent on glasses or contact lenses, or to the point of wearing thinner (or 
weaker) glasses, this result is not guaranteed. 
 
You should understand that LASIK will not prevent you from developing naturally occurring eye problems such as 
glaucoma, cataracts, retinal degeneration or detachment.  After the procedure you should avoid rubbing the eye.  Your 
eyes may be more susceptible to traumatic injury after LASIK and protective eyewear is recommended for all contact 
and racquet sports where a direct blow to the eye could occur.  Also, LASIK does not correct the condition know as 
presbyopia (or aging of the eye) that occurs to most people around the age of 40 and may require them to wear reading 
glasses for close-up work.  People over 40 that have their nearsightedness, farsightedness, and/or astigmatism 
corrected may find that they need reading glasses for clear, close vision. 
 
During pregnancy your refractive error can fluctuate which could influence your results.  Therefore we will not do 
LASIK on women who are pregnant.  If you know you are pregnant or attempting to become pregnant within the next 
three months, it is important that you advise your doctor immediately.  Similarly you should notify your doctor if you 
have recently given birth or if you are currently nursing. 
 



 
Potential risks and other considerations of LASIK include: 
 
1)   UNDERCORRECTION AND OVERCORRECTION:  It may be that laser vision correction will not give  you the result 

you desired.  Some procedures result in the eye being undercorrected, in which case it may be possible or necessary to have 
additional surgery to fine tune or enhance the initial result.  Results from any surgery cannot be guaranteed.  It is also 
possible that your eye may be overcorrected, leaving you farsighted (after a myopic procedure) or nearsighted (after a 
hyperopic procedure).  It is also possible that your initial results could regress over time.  In some, but not all cases, 
retreatment could be considered. 

 
2) VISUAL SIDE-EFFECTS:  Other complications and conditions that can occur with LASIK include:  anisometropia 

(difference in power between the two eyes); aniseikonia (difference in image size between the two eyes); double vision; hazy 
vision, fluctuating vision during the day and from day to day; increased sensitivity to light which may be incapacitating for 
some time and may not completely go away; glare and halos around lights which may not completely go away.  Some of 
these conditions may affect your ability to drive and judge distances and driving should only be done when you are certain 
your vision is adequate. 

 
3) LOSS OF VISION:  There is a possibility that LASIK can cause loss of best-corrected vision.  This can be due to infection 

or irregular scaring or other causes, and unless these are successfully controlled by antibiotics, steroids or other necessary 
treatment, they could result in the loss of functional vision in one or both eyes.  Vision loss can be due to the cornea healing 
irregularly which could result in irregular astigmatism, making it necessary for you to wear glasses or contact lenses that 
still may not fully correct your vision.  It is also possible that you may not be able to successfully wear contacts after 
LASIK.  Although very rare, one could have complete loss of vision after eye surgery, including LASIK. 

 
4) OTHER RISKS:  Additional reported complications include:  corneal ulcer formation; endothelial cell loss; epithelial 

healing defects; ptosis (droopy eyelid); corneal swelling; retinal detachment and hemorrhage.  Complications could also 
arise requiring further corrective procedures including either a partial (lamellar) or full thickness corneal transplant using a 
donor cornea.  These complications include:  loss of corneal cap, damage to the corneal cap, cap decentration and 
progressive corneal thinning (ectasia).  Sutures may also be required which could induce astigmatism.  There are also 
potential complications due to anesthesia and medications, which may involve other parts of the body.  It is also possible 
that the microkeratome or the excimer laser could malfunction and the procedure would need to be stopped.  Since it is 
impossible to state all potential risks of any surgery, this form is incomplete. 

 
5) FUTURE COMPLICATIONS:  You should also be aware that there are other complications that could occur that have not 

been reported  before the creation of this consent form, as LASIK has been performed only since the early 1990s and longer 
term results may reveal additional risks and complications. 

 
6) OFF-LABEL:  Use of the excimer laser for LASIK to correct vision in excess of FDA-approved parameters is considered an 

Òoff-labelÓ use of the approved medical device.  Off-labeled usage of FDA approved devices and drugs is commonly 
practiced by physicians without interference from the FDA and allows physicians to practice medicine in a manner they feel 
most beneficial to their patients. 

 
7) PROCEDURE INSTRUCTIONS:  It is imperative that you follow the physicianÕs instructions to stare at the fixating light 

during the procedure.  Minor involuntary eye movements, however, will not affect the outcome of the procedure. 
 

8) POST-PROCEDURE INSTRUCTIONS:  After your procedure you will be given medications and instructions to help 
prevent infection and control healing.  It is imperative that you follow instructions exactly as they are given to you.  It is 
also imperative that all follow-up visits be kept as directed. 

 
 



QUESTIONS ON LASIK INFORMED CONSENT  

* The following questions cover important information.  Please mark the correct answer. 
 
1. TRUE OR FALSE:  The use of excimer laser for LASIK to correct vision in excess of FDA-approved parameters is 

considered an Òoff-labelÓ use the of approved medical device by the Food and Drug Administration. 
2. TRUE OR FALSE:  There are no guarantees as to exactly how well you will see after the procedure. 
3. TRUE OR FALSE:  LASIK is the only way to correct your refractive error(s). 
4. TRUE OR FALSE:  You may experience vision irregularities such as halos and glare after your surgery and you may be 

more sensitive to light, which in some cases could be permanent. 
5. TRUE OR FALSE:  After the surgery, follow-up visits are not important. 
6. TRUE OR FALSE:  It is possible that another operation may be necessary after LASIK to obtain the best level of vision 

correction. 
7. TRUE OR FALSE:  It is very important that you look at the fixating light during the laser treatment. 
8. TRUE OR FALSE:  There is the possibility that the LASIK procedure could cause loss of vision. 
9. TRUE OR FALSE:  You may experience mild to moderate discomfort for several days after the procedure. 
10. TRUE OR FALSE:  LASIK will eliminate the need for reading glasses when you are over 40 years of age.  
 

ANSWERS: 
 

1. TRUE. The FDA considers LASIK and use of the excimer laser to correct vision in excess of FDA-approved guidelines to 
be Òoff-labelÓ uses of the excimer laser in the United States. 

2. TRUE.  There are no guarantees as to how well you will see after LASIK. 
3. FALSE.  In addition to glasses and contact lenses, there may be other surgical procedures to treat your refractive error(s). 
4. TRUE.  Halos, glare and light sensitivity can be experienced and may not go away completely. 
5. FALSE.  Follow up visits are extremely important to monitor your healing process. 
6. TRUE.  Re-treatment may be required to obtain the best level of corrected vision. 
7. TRUE.  Not looking at the fixation light during treatment with the excimer laser could cause a poor result. 
8. TRUE.  Some patients have had their vision made worse. 
9. TRUE.  Some patients report mild to moderate pain for a short time after the procedure. 
10. FALSE.  LASIK does not treat ÒpresbyopiaÓ which occurs to most people above the age of 40 and requires them to wear 

reading glasses for close work. 
 

*Use this space to write any questions or concerns you still wish to ask: 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
_______________________________________________________________ 

* In signing this form, you are stating that you have read this consent form and although it contains medical terms which you may not 
completely understand, you have had the opportunity to ask questions and have had them answered to you satisfaction.  You also give 
your permission for medical data concerning your operation and related treatment and any video recordings of your surgery to be 
released to physicians and others demonstrating a Òneed to knowÓ for clinical study.  To assure that you have understood 
the information presented, please write the following statement in your own handwriting :  ÒI understand the 
information presented and am willing to accept the fact that I may need glasses or contact lenses or further procedures 
following LASIK to achieve my best possible level of vision.Ó 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
_________________________________ 



*The following should be signed on the day of your procedure, at our office, with one 
of our staff members present in order to witness your signature: 
 
I am making an informed decision in giving my permission to have Laser Assisted Intrastromal 
Keratomileusis (LASIK) performed on my  __right eye   __left eye   __both eyes 
 
Signature of Patient:__________________________________Date:_________________ 
Signature of Witness:_________________________________Date:_________________ 
Signature of Co-Managing Doctor:______________________ Date:_________________ 
Signature of Surgeon:_________________________________Date:_________________ 
 
MONOVISION CORRECTION  
After the age of 40, many people begin to notice a decrease in their ability to read or focus on close up objects.  This condition, 
called presbyopia, is a natural consequence of the aging of the eye.  Monovision correction is a way to help compensate for this 
condition.  In monovision, one eye, usually the dominant eye, is corrected fully for distance vision.  The other eye is slightly 
over or under-corrected to help reading vision.  This ÒreadingÓ eye then has less sharpness for distance viewing.  While 
monovision correction is helpful for situations like reading a menu at a restaurant or looking at oneÕs wristwatch, individuals 
may still require glasses for night driving or reading a phone book (fine print).  Everyone over the age of 35 should at least 
consider monovision correction as a way to compensate for presbyopia.  People who require the best distance vision possible 
may want to avoid monovision and recognize that they will need to wear reading glasses for close up vision. 
 
By your signature below, you acknowledge that your doctor has discussed this matter with you, and that you consent to have 
monovision correction: 
 
Signature____________________________________________________Date:_____________________________ 
 
 
 
 
BILATERAL PROCEDURE  
In initially approving the use of the excimer laser for laser vision correction surgery, the Federal Food and Drug Administration 
(FDA) set guidelines that state that if the procedure is performed on one of a patientÕs eyes, it should not be performed on the 
patientÕs other eye for a period of at least 90 days.  The apparent rationale for this guideline is to permit the doctor an extended 
period of time to review the outcome of the first procedure.  However, this guideline does create an inconvenience for many 
patients and their doctors, while providing no assurance that unsatisfactory outcomes can be avoided by waiting. 
 
It is generally accepted practice for doctors to exercise their own professional judgment when treating patients with medical 
devices or medications.  In your doctorÕs opinion, it is appropriate to perform LASIK on both your eyes within a period shorter 
than the FDA sanctioned 90-day waiting period.  By your signature below, you acknowledge that your doctor has discussed this 
matter with you, including the additional risks of complications and prolonged visual rehabilitation.  You also acknowledge with 
your signature that you consent to have LASIK scheduled and performed on your eyes outside the FDA guidelines and that you 
accept such additional risks. 
 
Signature_____________________________________________________Date_____________________________ 
 
 
 
 
 



 
 
 
 
 



                                                             Patient:________________________

LASIK FEE SCHEDULE

Your cost for LASIK Surgery is $_____________________.

$_______________payable to Harbin Clinic, LLC

$_______________payable to ____________________(your optometrist)

This fee includes the following:

! Surgery

! Follow-up visits with Dr. Paul Harton and/or your optometrist for

1 year

! Enhancement procedure(s), if necessary – 1 year / lifetime*

Payment is due on the day of your surgery and can be made with cash,

check, credit card, or by setting up monthly payments through

CareCredit at 800.365.8295 or apply on line at www.carecredit.com

If you choose to make monthly payments please call CareCredit at least

3 days before your surgery date, to insure that you receive your account

number, which will be needed on surgery day.

Thank you for choosing the Harbin Clinic Eye Center

 for your LASIK procedure.

If you have any questions regarding payment please call

(706) 233-8556 or (770) 386-9442

Your signature below indicates that you understand the payment

process and that by signing you also understand that you are fully

responsible for unpaid balances due to returned checks, insufficient

funds, etc.

Signature:____________________________  Date:___________________



 
POST-PROCEDURE INSTRUCTIONS FOR LASIK  

 
! Once your surgery is completed, you will leave our office wearing plastic goggles.  You can 

see out of the goggles, but once you get into your car we ask that you ride home with your 
eyes closed.  DO NOT SQUEEZE YOUR EYES SHUT! 

! You should keep your eyes closed as much as possible for 4 hours following surgery. 
! Leave the plastic goggles in place for the remainder of the day and through the night.  

Remove them only to install your prescribed eye drops. You may remove the goggles the 
next morning before your follow-up appointment. 

! Your eyes may have tears, a gritty or sandy sensation, and/or be sensitive to light.  These 
symptoms will diminish over the next several hours.   

! Use your eye drops exactly as shown below: 
 
Refresh Plus Eye Drops can be used as often as you want, but MUST be used at least 4 times a 
day for the next month. 
Zymar and Pred ForteÐ 1 drop of each in the operative eye(s) 4 times per                                                          
day for the next 5 days. 
 
A suggested time schedule would be 1 drop of each medication at breakfast, lunch, dinner, and 
bedtime.  We advise you to wait 5 minutes between each drop, so that each drop has a chance to be 
effective, without being washed out by the next drop. 
 
In the next two weeks following your refractive procedure: 

! Your vision may fluctuate. DO NOT TRY TO COMPARE EYES!  Keep both eyes open 
to see at all times. 

! You may experience halos or glare in your vision especially at night. 
! Your eyes may continue to feel teary or gritty at times.  This is normal. 
! Use your eye drops exactly as prescribed by Dr. Harton. 
! Infections are rare; nevertheless avoid getting anything in your eyes for the first 2 weeks. 
! Eye make-up cannot be used for at least one week after surgery. 
! Normal activities may be resumed after the first day, except for swimming or using a Òhot-

tubÓ.  These can be resumed in 2 weeks, unless otherwise directed by Dr. Harton. 
! Wear eye protection if you engage in contact sports or any activity where your eye could get 

bumped. 
! Try to wear the goggles to bed for the first 3 nights after your procedure. 
! Protect your eyes from sun with a good pair of sunglasses that provide ultraviolet (UV) 

protection.  Heavy UV exposure can burn your eyes and cause regression of your result any 
time during the first year. 

 
It is very important that you keep all of your follow-up appointments. 

 
Contact Dr. HartonÕs office immediately if you have significant pain, decreased vision, or any 

other new symptoms.  706.233.8502 
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