
 
                                     

Patient Consent Form 
( Post-operative care) 

 
I consent to have surgery performed at the Eye Surgical Center of Fort Wayne. 
 

I understand my pre-operative and immediate post-operative evaluations will  
Be performed by doctors at The Eye Center of Fort Wayne. 
 

I understand post-operative evaluations are necessary. I have been given the 
option of continuing my post-operative care with my personal optometrist or 
remaining in the care of the Eye Center of Fort Wayne. I understand my post-
operative fee will not be affected by my decision.    
 

In the event of co-management with my optometrist, I  request the transfer of 
care only when medically appropriate. I understand the doctors at the Eye Center 
of Fort Wayne may be contacted should postoperative concerns occur. 
 

I consent to complete my postoperative care with: 
         My optometrist, Dr 
         The Eye Center of Fort Wayne 
 

My decision is based primarily on: 
         Convenience 
         Location 
         Secure with quality of         
         Insurance purposes 
         Optometrist does not participate in co-management 
 
 
Patient Signature: 
Patient name: 
Witness: 
Date: 
 

The Eye Center of Fort Wayne J. Rex Parent, M.D. 

Gregory F. Zink, O.D. 

Paul A. Gill , O.D. 

James E. French, O.D.  

 

321 East Wayne Street, Fort Wayne, IN 46802 

         (260) 424-5656   Fax: (260) 424-4511 

                         www.drparent.com 

 


