
Patient Name 

__________________________________________________________

__________________________________________________________

OD Information 

__________________________________________________________

Co-Management Reporting Form	

CODEC REPORTING FORM

Visiting Date _____________________________________________	 2-4 Weeks Post Treatment         	

Treatment Date: _________________________________________	

Doctor’s Comment:  

Excellent     Stable     

Other: 

460-005-OD-251203

Our vision is excellence.

Other: 	 ___________________________________________________

Email dryeyes@clarityeye.ca   Phone 416-663-3937   Fax 416-663-3731   

Subjective Complaint :  

Type of Dry Eye Questionnaire:  											         

Dry Eye Questionnaire Score: 											         

Send Questionnaire results to: dryeyes@clarityeye.ca

OS

Corneal Surface: 					   

Lid Appearence: 					   

Gland Expression: 					   

OD

Corneal Surface: 					   

Lid Appearence: 					   

Gland Expression: 					   

IPL Recommended Maintenance Dose:         4 Months        6 Months         12 Months        Other___________________________

http://clarityeye.ca
mailto:dryeyes%40clarityeye.ca?subject=CODEC%20Program
mailto:dryeyes%40clarityeye.ca?subject=OSDI%206
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