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USAF REFRACTIVE SURGERY APPLICATION - Aviation & Aviation-Related Special Duty
For application IAW USAF-RS AASD Program Management  (READ ALL INSTRUCTIONS PRIOR TO COMPLETING FORM)

This form and other USAF-CRS Tools are available on AF Knowledge Exchange (DotMil) USAF-CRS Website

Application
Date:
APPLICANT INFORMATION
Last First Name, MI Actllvely Yes Current Aircraft of
Name Flying No Assignment
SSN Crew/Duty Aviation Service Code
(last 4) DOB Age Position (ASC)
Grade/ Primary AFSC Gender Male Totlal # of Military Total # of Flying Hours in
Rank FemalejFlying Hours Last 6 Month
Duty AD If not AD, please include
St H Other @ copy of curentorders | MAJCOM FLIGHT SURGEON CONTACT INFORMATION
Total # months of remaining AD retainability (ADSCD from Unit/Squadron & Phone
DVB located on VMPF - do not put indefinite) Office Symbol (DSN)
NOTE: AF personnel MUST HAVE 6 months retainability Street
AFTER the Date of Surgery.
Unit/Squadron & Office Phone Base / State
Symbol (DSN) Zip + 4
Flight Surgeon's
Street Name/Rank
Base / State Duty email
Zip + 4 y
Duty ; . .
E-mail I have read and will comply with AF guidance on CRS for AASD Personnel
Planned RS treatment Location Fl.lght Surgeon’s
Signature
Advanced Surface | ™ Intra-Stromalf ™ 5y | FOR USAF-RS AASD PROGRAM MANAGER (APM) ENDORSEMENT ONLY
Preferred RS Ablation (ASA) Ablation (ISA)l ‘Agproved
Treatment | (PRK, WFG-PRK, LASEK, | (LASIK, WFG-LASIK,| USAF CRS |Disposition Permission to Proceed?
Epi-LASIK) FS-LASIK) Procedure | nate [] ves [] o
Reviewing Officer's
. Name/Rank
Applicant's
Signature Reviewing
Officer's Signature
MANDATORY QUESTIONS (APPLICANT MUST INITIAL)

Initials | am responsible for reading and complying with the policy and guidelines of USAF-CRS Program available at: https:/
kx.health.mil/kj/kx1/AFRefractiveSurgery/Pages/home.aspx

Initials lunderstand | am NOT authorized to undergo corneal refractive surgery until | have received "Permission to Proceed" authorization from the USAF-
CRS Aviation Program Manager. [f granted "Permission to Proceed" authorization, treatment is still not guaranteed. The final decision to treat will be
made by the treating refractive surgeon.

Initials | understand my Commander's Authorization expires 6 months from the date of their signature. If | am unable to complete treatment within this
authorized time period, | will obtain a new Commander's Authorization which must be submitted to the Aviation Program Manager. A valid
authorization is mandatory for USAF-CRS treatment.

Initials I must inform my flight surgeon and eye care provider after surgical treatment, any required follow-up care, and in the event of any complications. |
will be placed on a profile and be non-WWQ while on steroids. If follow-up examinations, as required by policy, are not accomplished, | may be
restricted from duty or be placed on DNIF status until in compliance.

Initials | understand the final decision whether to perform CRS and/or the recommended procedure will be determined by my treating refractive surgeon. At
any time, | may be disqualified for refractive surgery or | may elect not to undergo treatment.

Initials If | am disqualified as a CRS candidate, | am not eligible for reimbursement of expenses incurred for travel to/from the DoD RS center, including, but
not limited to travel, meals, and lodging. (This does not apply if | am unit-funded.)

Initials | understand | may require or continue to require reading and/or distance prescription correction for best vision after surgery, especially after | am 40
years old. Furthermore, | understand there is a chance | cannot be fit with contact lenses for vision correction, if desired, after CRS.

Initials I understand CRS is a non-reversible, alteration of my vision and, even with an initial optimal outcome, my vision may change over time.

Initials | understand my vision will require time to fully recover from CRS treatment. | will be DNIF until | recover and meet requirements for a waiver. There
is a risk that after surgery | may not meet applicable AF vision standards. If | am unable to meet relevant standards, | may be disqualified from certain
careers, duties, or even continued military service.

Initials | understand that if | have my follow-up evaluations completed at a clinic other than an AF facility, | will contact my AF flight surgeon within 3 days to
be put on a profile. | must be evaluated by an AF optometrist prior to being cleared to resume unrestricted duties, and | will bring copies of all my pre-
operative, surgical, and follow-up exams for inclusion in my medical records.

E-mail Aviation Program Manager
application and USAFSAM/FECO
all supporting Wright-Patterson AFB, OH
documents to: (click to email completed form) shirley.vance.1.ctr@us.af.mil

Voice: Commercial (937) 938-2684 / 2682 == DSN 798-2684 / 2682




https://www.wpafb.af.mil/Welcome/Fact-Sheets/Display/Article/841456/usafsam-usaf-corneal-refractive-surgery-program/

https://kx.health.mil/kj/kx1/AFRefractiveSurgery/Pages/home.aspx



AVIATION (AASD) CRS APPLICATION: OCULAR/REFRACTIVE STATUS

(TO BE COMPLETED BY THE APPLICANT'S EYE CARE PROVIDER)

Examination data submitted for Permission-to-Proceed consideration must have been accom,

plished within 6 months of application date.

Evaluation Date Last First SSN
contacts Name,
Date Name (last 4)
last worn MI
Uncorrected Visual Acuity Pachymetry (if available locally) Contact Lens Wear History
ODy 1 OSi 1 Type Worn N/A

o 20 /E

s 20 /!

1 1 1
Imlcrons 1 Imlcrons

Check Box if Irregular Mires

oD

0s |

[Jsc

1
How many days,
RGP since last worn?

H

90 days

Prior to any evaluation/CRS treatment - contact
lens use must be discontinued: SCL for
minimum 30 days. HCL / RGP for minimum

PRIOR MANIFEST REFRACTION

Must

b_e_>_1lZ rrnonths prior

KERATOMETRY
@1 |/| 1@1
I R 1 /1 - - --- = i T
1 @I I/ 1 1 @I
| Date::
current exam

to
1

CONTRAINDICATIONS / WARNINGS

Please review the conditions listed in the USAF-CRS

Clinical Guidelines here

Please make comments in the block below

r===== r====== [ R =
1 [ | 1! 1
oD 1 17 1 Xy 1
| RS R N —— I l= == = = 4
1 [ [ 1
os 1= 1 X 1
1 | L1 1
MANIFEST REFRACTION TO BEST VISUAL ACUITY
1 [ 1y ! 1 20/
ob 1 17 1 Xy 1 1
F====-=1 =—=—=-=-=-- [ -1 20 ==
1 [ | 1! 1 1
0s 1 17 1 X 1 1
) - CORRECTED VISUAL ACUITY
Visual Acuity is
calculated from the OD | | 0S
total numbgr of.le'tters PV (High Contrast)
correctly identified. ¥ lottors 20/xx 4 letters 20/xX|
Encourage patient to T [ -TTAa [
identify as many letters ! 20 / ! ! 20/'
as possible. ! ' ' '
0,
Precision Vision charts PV (5% Contrast)
should be used IAW | # letters 20/xx # letters 20/xx
USAF CRS guidance. |~ = ~ 20 . -t 20 P
Information to obtain ! / ! ! /'
PV charts available ! ! ! !

online: AF
Knowledge Exchange

The standard "Chart

for testing is 4 meters (13.1 ft).

to Patient Distance" used

CYCLOPLEGIC REFRACTION TO BEST VISUAL ACUITY

Age <21

> 0.50 D change in sph or cyl in past 12 mos.

Diabetes Mellitus
Thyroid Disease

Pregnant/Nursing during last 6 months
Electronic Pacemaker/similar cardiac device
Autoimmune disease/immunodeficiency

Current/Recent use of:

Accutane (Isotretinoin)
Imitrex (Sumatriptan)
Cordarone (Amiodarone)
Steroids
INH
Any Immunosuppressive Drug

Severe dry eyes/atopic disease

IOP > 21 / glaucoma (or suspect)

Keratoconus or corneal irregularity

History of HSV / HZV keratitis
Active Ophthalmic disease

Corneal scars in central 8mm of cornea

[] Yes
EI Yes
El Yes
E] Yes
E] Yes
EI Yes
E] Yes

EI Yes
[]Yes
EI Yes
EI Yes
EI Yes
[]Yes
[] Yes
E] Yes
E] Yes
[] ves
EI Yes
[ Yes

[ No
EINo
DNO
E]No
E]No
EINo
DNO

[CIno
[Ino
EINO
[CIno
EINO
Cno

istdrop nddrop Refraction Time | Corneal NV > 2mm from limbus [Jves [INo
oD ! Lo ! X ! ! Z(y: Visually significant cataract Cves [Ino
[ [ N 1 1 _ _ |Hxof prior refractive surgery EI Yes EINO
os : : ) : : X: : Z(y: Other pertinent ocular history EI Yes EINO
! Pl rol ! ! | have read and will comply IAW DAFMAN 48-123.E| Yes EI No
CORNEAL TOPOGRAPHY Explain Abnormal para 5.7.3. dated 08 December 2020
oD [] Normal [] Abnormal | am a USAF Certified CRS eyecare provider [] Yes [Ino
Will a USAF Certified CRS eyecare provider
0s EI Normal EI Abnormal be available for post operative care? EI Yes DNO
SLIT LAMP EXAM Explain Abnormal in comment box  In your professional opinion,
|I=m====== i : I
oD EI Normal EI Abnormal IOP | mmHg does the applicant meet USAF CRS criteria? EI Yes EINO
e e e e = = | Was cycloplegic refraction completed using 2 drops D Yes D N
oS EI Normal EI Abnormal IOP ! " mmHg of 1% cyclopentolate separated by 5-15 mins 0
1 1
DILATED FUNDUS EXAM Explain Abnormal COMMENTS:
oD EI Normal EI Abnormal
0S [] Normal  [] Abnormal
EYECARE PROVIDER CONTACT INFORMATION
Eye Care Provider's Unit/Squadron & Phone
Name/Rank Office Symbol (DSN)
Base / State
Street Zip + 4
Duty Eye Care Provider's
E-mail Signature

USAF-CRS Application IAW Aviation & Aviation-Related Special Duty Program Management (Page 2), revised: 07 June 2022




https://kx.afms.mil/kj/kx1/AFRefractiveSurgery/Documents/CRS_Clinical_Criteria_20110728.doc

https://kx.health.mil/kj/kx1/AFRefractiveSurgery/Documents/CRS%20References/Provider%20References/CRS_Clinical_Criteria_2019Jul15.pdf
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60™ MEDICAL GROUP
WARFIGHTER REFRACTIVE CENTER,
TRAVIS AFB, CA 94535-1800

Email applications to: usaf.travis.60-mdg.mbx.dgmclasercenter@health.mil

TRAVIS AFB APPLICATION INSTRUCTION SHEET

Dear Prospective Patient,

Thank you for your interest in the Travis AFB Warfighter Refractive Program. Complete all attached Corneal
Refractive Surgery (CRS) application forms. Once completed, your application packet must be emailed via
ONE PDF file. Do not send in the mail. Incomplete packets will be returned for completion. Please allow up
to 15 business days for processing. Due to the heavy volume of applications and calls received, we ask that you
kindly hold all questions and inquiries until we contact you. Do not send duplicate emails. We assure you will be
promptly notified for an appointment based on available space. Contacting our clinic before we have contacted
you slows down the process for all applicants. Our clinic looks forward to providing each candidate with
excellent, professional, and efficient patient care and we appreciate your patience in the process.

All Aviation/Air Crew/Special Duty Personnel (must contact your Flight Surgeon for application and
instructions.)

Discontinue use of contact lenses prior to first appointment; soft lenses: minimum 30 days, hard lenses:
minimum 90 days.

Please provide us with the following information and submit this sheet along with your completed CRS
application packet:

1. Patient Information and Medical History Form.

2. Application instruction sheet.

3. DHA Warfighter Refractive Surgery Application.

4. A copy of an eye exam that is older than one year.

S. Provide a photocopy of the front only of your DoD ID card.

6. For all Active Guard Reserves (AGR) or Air National Guard (ANG) — a copy of active-duty orders is
required.

7. Name:

8. Base:

9. Duty phone number:
10. Date of earliest separation/retirement/commitment end date:
11. Are you on flying status / aviator / special duty: No Yes
12. Date. location. and duration of the next TDY/PCS/DEPLOYMENT (within 4 months):

13. Are you undergoing an MEB: o Yes (if so, include start date):

Travis Warfighter Refractive Surgery Center

(707) 423-3146 Phone hours: 0800-1115/1300-1530 (Mon, Tue, Wed, Thurs.)

Revision Aug 2024
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WARFIGHTER REFRACTIVE CENTER - TRAVIS AFB, CA 94535

usaf.travis.60-mdg.mbx.dgmclasercenter@health.mil Patient Information and Medical History Form
Please type ONLY. DO NOT LEAVE ANYTHING BLANK. If something does NOT apply type N/A. Incomplete forms will NOT be accepted.
Name (Last, First MI. Suffix): DOD#: Date of Birth: Age:
Please choose ALL that apply: Sex: Male
Branch of Service:  Branch Flyer | | PRP MEB Palace Chase/Front
Status: Status Deploying PCSing Date/ Location:
Rank: Job Title: Date of Separation/Retirement: (required)

** Minimum Retainability Requirement: Air Force, Army (6 months); Navy, Coast Guard, Marine Corps, (12 months) * *

Home Address: Duty Base/Station:
City, State, Zip: State, Zip: Unit:
Personal Phone: Work Phone:
Personal Email: Work Email:
OCULAR HISTORY | | MEDICAL HISTORY
Do you have or have you ever had the following eye conditions? Do you have or have you ever had any of the following?
Amblyopia/ lazy eye no[ [ves Psoriasis NO YES
Cataracts no[  |ves Vitiligo no[ |ves
Conjunctivitis, recurrent NO : YES Rheumatoid arthritis NO YES
Ocular Rosacea NO YES Ulcerative Colitis or Crohn's disease NO YES
Double vision NO : YES Thyroid disease NO YES
Severe dry eyes NO YES Diabetes NO YES
Glaucoma or high eye pressure NO | YES Heart disease or pacemaker NO YES
Ocular Herpes Simplex / Zoster no[  [ves Autoimmune disease NO YES
Keratoconus Nnof  |ves Migraine headaches NO YES
Retinal problems NO | YES Fainted/light headed during eye exam NO YES
Trauma NO : YES Other medical conditions not listed:
Previous eye surgery or PRK/LASIK eval? NO YES
Explain any yes or indicate other eye condition not listed:
| MEDICATIONS
Are you taking or have you ever taken any of the following?
| REFRACTIVE HISTORY | Accutane (isotretinoin)  Date: NO YES
How many years have you worn glasses? Immunosuppressants Date: NO YES
Do you wear or have you ever worn bifocals? Migraine medication Date: NO YES
How many years have you worn contact lenses? Steroid medication Date: NO YES
Soft or hard lenses? Cordarone (amiodarone) NO YES
Date you stopped wearing them? (required) TB meds (INH) within past 30 days NO YES
*discontinue use of contact lenses prior to first appointment* Smallpox vaccination within past 3 weeks NO YES
(soft lenses: minimum 30 days, hard lenses: minimum 90 days) List all medications that you are currently taking:
(including any above)
Pregnant/Nursing in past 6 months DN/AD NO[_]JYES
or planning to become pregnant within 1 year? DNODYES
What do you hope to achieve from having PRK/LASIK? Other Medication allergies? List drug and reaction: |_|NO |:| YES

comments you would like to share? Please type below.

How did you hear about us? Doctor

Patient signature: Date:

FOR OFFICE USE ONLY (This form is subject to the Privacy Act of 1974)

5/10/2023
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USAF Corneal Refractive Surgery (USAF-CRS) Program
Commander’s Authorization

Applicant’s Printed
Name/Grade:

Applicant’s Signature

The above member requests permission to obtain refractive surgery to correct their vision at a DoD Refractive Surgery Center.
DAFMAN 48-123, para 5.7.3. dated 08 December 2020 authorizes this elective treatment and is available online at USAF-CRS
Website. The policy letter outlines program guidance, issues to consider before authorizing an individual to enter the program and
procedures to be followed. It should be reviewed prior to completion of this authorization. All signatures acknowledge an
understanding of the policy and concurrence of the applicant member’s request.

TAW USAF-CRS Policy, access to DoD laser centers is prioritized by the membet’s Squadron Commander. The categories are as follows:
Priority I: ~ Personnel assigned to USAF Aviation and Aviation-Related Special Duty (AASD) career fields. Not included are

permanently disqualified aitcrew and/or former aviators who have cross-trained from aviation career duties.

Priority II: Personnel whose routine military duties require wear of Night Vision Goggles (NVG), eye protection or respiratory
protection. This does not include Nuclear, Biological and Chemical (NBC) masks worn only for
deployment/exercises.

Priority III: Personnel who do not meet the above criteria in their current military duties.

IAW USAF-CRS Poligy, para 4.3, Air Force personnel must have 6 months of active duty (AD) retainability (time until separation,
retirement or loss of AD status) from date of surgery.

Participation in this program requires a considerable investment of time by the individual, resulting in an impact upon mission
requirements.

Initial evaluation (local MTF) — %2 day
Typical Time | Surgery — 1 week (pre-surgery evaluation, treatment, and initial recovery
Requirements | Post-operative evaluations (local MTF) — 5 visits up to %2 day each in the first year

Recovery from surgery will impact the member’s activities. The wear of sunglasses outdoors for the first year is authorized and strongly
recommended to prevent complications. Depending upon individual healing and applicable AFSC vision standards, the individual WILL
NOT be World-Wide Qualified (WWQ) while on steroid eye drops (minimum of one month, typically 3-4 months). PCS during
the post-operative period is strongly discouraged in order to maintain continuity of care. The member will be non-deployable during this
timeframe, and a Duty Limiting Condition (DLC) report will be issued. Duties may be assigned relative to the member’s recovery. For
aircrew, non-deployable Return-to-Flight Status (RTFS) is typically within the first 1-2 months, with return to WWQ status typically within
the first 4 months. Flight Surgeons (FS) will manage the appropriate grounding actions and DLC for AASD personnel. Primary Care
Managers (PCM) in conjunction with local optometry clinics will manage the DLC for Warfighter personnel.

The member must bring this letter to the initial corneal refractive surgery evaluation in order for the evaluation to proceed. IAW USAF-
CRS Poliey, para 4.2, the Commander’s Authorization is only valid 6 months from the date of signature. Individuals will be required
to re-accomplish the authorization letter if surgery is scheduled beyond 6 months from the date it is signed.

Membet’s Job Title AFSC: Primary/Duty AASD ONLY: ASC

Date of separation, retitement or loss of AD status (Do not put “indefinite”):

To best of your knowledge, is the member scheduled to deploy or PCS during the next 6 months? D Yes D No

This member is eligible as (check appropriate): Priority Or O o o

S . Printed Name/Grade
upetvisor Stamp, if applicable Date
Signat
ignature Phonc
Unit Mobility Offi Printed Name/Grade
it Viobiity DRUCET  Stamp, if applicable Date
Signature Phone
Squadron Printed Name/Grade
Commander Stamp recommended Date
Signature Phone

USAF-CRS Commander’s Authorization Form, 23 Mar 2021



https://kx.health.mil/kj/kx1/AFRefractiveSurgery/Pages/home.aspx
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USAF Corneal Refractive Surgery (USAF-CRS) Program
Managed Care Agreement

[Jusar [Jusa [JusN [Jusmc

[J uscGc [JuspPHs [] NOAA

Patient Name Rank

Military Installation Phone E-mail

In the next 6 months, areyou: [_] PCSing [_] Separating [_] Retiing [] Deploying [] N/A

Refractive Surgery Center: D Joint Warfighter, Lackland AFB D USAF Academy D Wright-Patterson AFB
[] KeeslerarB  [] Travis AFB [] Joint Base Elmendorf/Richardson [_] Andrews AFB [T] Other DoD

PATIENT AGREEMENT (after reading and understanding, initial each statement)

I requestto be returned to mylocal eye clinic for post-operative care following refractive surgery at the DoD Refractive Surgery
Centerlisted above. The Refractive Surgery Center staff will be available for additional consultation as needed.

I will contact my local Optometry Clinic to schedule myfirstfollow-up appointmentas soon as lam notified of my surgerydate.

I understand that| mustcomplywith and accomplish all required referral and follow-up evaluations as required by USAF
policy. Non-compliance mayresultin duty restrictions or disqualification.

I will contact my local Optometry Clinic or Primary Care Manager within 3 days of receiving treatment. | am aware that | will
be placed on Duty Limiting Condition status after surgery and can not deploy or PCS for up to 4 months after surgery. | understand
that | must be evaluated by the base optometry clinic prior to being cleared to resume unrestricted duties.

I understand that| mustbring the package of all pre-operative evaluations, surgical reports, and follow-up exams provided by
the Refractive Surgery Centerto my local optometry clinic for inclusion in mymilitarymedical records.

Patient Signature Date
Post-Operative Appointment Schedule:

AASD: 1, 3, 6,12, and as required for return to flight status or waiver submission.
Warfighter: 1, 3, 6, 12 months

Note: ASA (PRK, LASEK, Epi-LASIK, WFG-PRK) requires a 2 month pressurecheck

REFERRING DOCTOR’'S AGREEMENT

| certify that | have attended the USAF-CRS Co-ManagementCourse. | will manage this patientand acceptresponsibility
for his/her post-operative care. | agreeto refer this patientpromptly if a condition arises post-operativelythat will require further
treatmentby the Refractive Surgery Center. | will assure thatl am able to provide post-operative care until expiration date
provided below.

| certify that | have read the USAF Refractive Surgery Aerospace Medicine Waiver Guide and the USAF-RS Post-Operative
Requirements. | will complete all required vision testing and verify standards are met for return to flight status including: UC/BCVA
(OVT), PV5%, MRx stability, OVT-DP, Cyclo refraction (1% cyclopentolate), Slit lamp examination, and Dilated fundus examination.

Referring Optometrist Stamp/Signature Co-management expiration Date
(notto exceed one year fromexam date)

Military Installation Phone Fax E-mail

USAF-CRS Managed Care Agreement, 10 Oct 2024
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https://www.afrl.af.mil/Portals/90/Documents/711/USAFSAM/Air%20Force%20Waiver%20Guide%20Compendium.pdf?ver=eZ0P5Y54dw8LmuQfK3qXVA%3d%3d

https://kx.health.mil/kj/kx1/AFRefractiveSurgery/Documents/CRS%20References/Provider%20References/USAF_RS%20Followup%20Schedule.docx

https://kx.health.mil/kj/kx1/AFRefractiveSurgery/Documents/CRS%20References/Provider%20References/USAF_RS%20Followup%20Schedule.docx



		Patient Name: 

		Military Installation: 

		PCSing: Off

		Separating: Off

		Retiring: Off

		Deploying: Off

		NA: Off

		Keesler AFB: Off

		Travis AFB: Off

		Joint Base ElmendorfRichardson: Off

		Andrews AFB: Off

		Other DoD: Off

		Joint Warfighter Lackland AFB: Off

		USAF Academy: Off

		WrightPatterson AFB: Off

		undefined: 

		Date: 

		Comanagement expiration Date: 

		Military Installation_2: 

		Phone_2: 

		Fax: 

		Email_2: 

		Pt Rank: 

		Pt Phone: 

		Pt E-mail: 

		Group1: Off

		Initial1: 

		Initial2: 

		Initial3: 

		Initial4: 

		Initial5: 

		Initial6: 

		Initial7: 






How to Apply for DOD treatment (Aviation Program Management)
Step 1

Complete your personal information and review mandatory questions section on the application form - page 1 (click application icon
below to download).

Step 2

Take USAF-RS Commander’s Authorization to your unit commander for endorsement. The application will be considered valid for up
to 6 months following the date of your commander’s signature. (click commander’s authorization icon below to download).

Step 3

Coordinate completion of the application (application page 2 - clinical examination and Orbscan/corneal topography) with your AF
Eye Clinic and FSO. Be sure to enter the location of your preferred DOD Refractive Surgery Center on the application form.

Step 4

Submit the completed application package to the Aviation Program Manager for Permission-to-Proceed authorization. The application
package contents are listed below. The Aviation Program Manager will review the application and issue a letter approving or

denying Permission-to-Proceed authorization. An approved Permission-to-Proceed authorization indicates your submitted package
has met administrative/clinical screening criteria, and you may proceed to the next step of the process. The final treatment decision
(to treat or not treat) is made by the treating refractive surgeon. The final treatment decision will be based on: presenting clinical
findings, outcome expectations, most appropriate treatment procedure, and other issues that arise. If Permission-to-Proceed

authorization has been denied, you are not authorized to proceed or seek refractive surgery treatment in any military or civilian
center.

Email Completed Applications to: *Complete Application Package must includes (at minimum)
Aviation Program Manager (APM)
USAFSAM/FECO
USAFSAM.AP.Mgr@us.af.mil Completed by Member, FSO
Comm: 937-938-2684 1. Application (page 1 of 2)
DSN: 798-2684 Completed by Unit Commander, Readiness Official & Supervisor

2. Commander’s Authorization Form
Completed by Eye Clinic/ FSO
3. Application (page 2 of 2)
4. Orbscan/ Corneal Topography - Color Copies
5. Managed Care Agreement

Completed by AF Optometrist/FSO (if applicable)
Administrative Monitoring Agreement

Step 5

If granted Permission-to-Proceed (Approved), contact the Refractive Surgery Center listed on your Permission-to-Proceed approval

letter to schedule an appointment. Note: Permission-to-Proceed does not guarantee that refractive surgery will be accomplished.
Final treatment decision will be made by the treating surgeon.

Step 6

Before your scheduled refractive surgery, contact your AF eye care provider and your FSO to inform them of your treatment
schedule, coordinate your post-treatment follow-up appointments, and manage your duty status and return to flight waiver.

For applications and information for FLYERS go to this webpage:

https://kx.health.mil/kj/kx1/AFRefractiveSurgery/Pages/how_to_apply_for_dod_treatment_apm.aspx
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