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Laser Operator Record

Name _____________________________________ Phone _____________________

Department ____________________________________________________________

Laboratory Location

Campus _____________________ Building/Room _____________________________

Laser Operation Beginning Date ____________________________________________

Medical (Eye) Test

Prior to Assignment After Termination

Cornea     __________________________              ______________________________

Retina      __________________________              ______________________________

_____________________________________________
Authorized Physician's Signature                      Date

Training

A.  Basic Laser Information _______________________________________________

B.  Laser Operation Training ______________________________________________

C.  Laser Safety Training _________________________________________________

______________________________________________________________________

______________________________________________________________________

________________________________________________
LSO Signature Date
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