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ICL™ Lens Diopter 
Calculation Form 


	Doctor
	__________________________
	Hospital
	____________________________________________

	
	
	
	

	Fax No
	__________________________
	Address
	____________________________________________

____________________________________________


	Please provide information requested below and fax this form to STAAR Surgical AG, Customer Service, Hauptstrasse 104, 2560 Nidau, Switzerland, as soon as you have identified a patient. We will calculate the appropriate diopter.    =>   FAX-No. 056 406 20 21 Domedics AG
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	Patient Name or Number
	_______________________

	Date of Birth (YY/MM/DD)
	_______________________ 


	Surgery Eye
	( Right
	( Left


	Surgery Date  (YY/MM/DD)
	_______________________


	Keratometry in Diopters


	OR
	K1
	_______
	axis
	_______°
	K2
	_______
	axis
	_______°


	Corneal Topography in Diopters

(3 mm zone)


	Corneal Thickness


	CT
	_____________
	mm





       Please tick preferences

	Refraction
	( manifest
	+ / - Sphere
	_________
	+ / - Cylinder
	_________

	Use vertex 12 mm
	
	
	
	
	

	
	( cycloplegic
	+ / - Sphere
	_________
	+ / - Cylinder
	_________


	Desired Postop Refraction
	+
	________________
	Diopters


	Anterior Chamber Depth
	ACD
	________
	mm
	*(must be > 2.8 mm)


	*Please make sure the Corneal Thickness is not included in the ACD value and that you always measure from the center of the pupil.


	Method used for

	( A-Scan contact probe
	( Orbscan


	ACD measurement
	( A-Scan non contact probe
	( Other method
	__________________
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White to White length (WWH)

(Horizontal)
	L
	___________
	mm


	Pre-op

Visual Acuity


	Uncorrected
	20/
	_______
	or ( Finger Count
	( Hand Movement

	Best Corrected
	20/
	_______
	
	


	IOP Pre-op 
	_____________________________________

	Pre-Existing Conditions
	_____________________________________

	Signature of Doctor
	_____________________________________

	Date (YY/MM/DD)


	_____________________________________


	To be completed by STAAR Surgical AG, Switzerland


	IC
	________________________
	D
	______________________
	Overall ø
	__________________


	Residual refraction to be expected in special cases


	
	maximal _____________________




	Comments
	


	Signature of STAAR Surgical AG authorized personnel,
	Date (YY/MM/DD)

	_________________________________
	________________________
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