ophtec

E-mail: calculations@ophtec.com
Fax number: 0031-50-5274996

Lens power calculation request form for
ARTIFLEX® and ARTISAN® refractive lenses

U] o =T 0 PP
B Al A, e
Patient identification COOe™: ... ... e
Date of birth: ...........................
Please complete: Right (OD) Left (OS)
] ARTIFLEX® []ARTIFLEX®
] spheric [Ispheric
[] toric [ toric
Check preferred PIOL [] ARTISAN® [] ARTISAN®
[] spheric [] spheric
(203 / 204 / 206) (203 / 204 / 206)
[] toric [] toric
Vertex: standard 12 mm | If other: mm If other: mm
Subjective refraction
Sphere ............................. D ............................. D
Cylinder | D | D
AXis ** e R °
K-values KL | D |, D
K2 | D | D
A.C. Depth
From epithelium ]
oF ] e MM | e mm
From endothelium  []
Pachymetry: ............ gm Pachymetry: ............ pgm
Pseudophakic []
Postoperative target Sphere.......c......o..... D Sphere.......ccoovve.. D
(cylinder target is only ) )
app“cable for tonc models) Cyllnder .................. D Cyllnder .................. D
For toric_ mOde_IS (_)n_ly: [] Superior (PIOL horizontal) | [_] Superior (PIOL horizontal) o
Orientation of incision [] Temporal (PIOL vertical) [] Temporal (PIOL vertical) “'
(superior is standard) g
()]
Remarks: 2
........................................................................................................................ B
o
o
........................................................................................................................ S
o
........................................................................................................................ —
o
........................................................................................................................ D
Please note: *anonymized data only
Date: ....ocoiiiiiii *mandatory for toric models

Disclosure: The completed calculation request form will be forwarded to Ophtec BV in order to process the request.
The name of the surgeon will exclusively be used to check if the surgeon is certified.



