
 
 

You are Scheduled for Cataract Surgery at TLC Yonge and Eglinton 
2345 Yonge St. Suite 212 

 
Your __________eye is scheduled for:______________________________________ 

 
Your __________eye is scheduled for:______________________________________ 
 
Time will be issued 1 week prior to surgery. 

 
 
Cataract surgery is a fast and easy procedure. The total time spent at the centre is about 
3-4 hours. During the procedure you will receive an IV to give you medication to stay 
relaxed, because of this medication you may feel sluggish for a few hours post surgery 
and you MUST have someone accompany you home.  
 
 
Before you have surgery 
 
 Please have your pre-op forms faxed to 416-748-8582. You must also see your family 

doctor to have the doctor fill out forms. If this is your second surgery you do not need 
to have them filled out again.  

 Fill your prescription at the pharmacy and then start your drops 2 days before surgery. 
If this is you second eye please get a second set of drops, you have a repeat on the 
original prescription.  

 
 
Drop Instructions 
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On the Day of Surgery 
 

 Do not eat any food after midnight the night before surgery 
 Do not drink any fluids other then water, apple juice, herbal tea, vitamin water, or 

Gatorade (drinks you can see through) up to 3 hours before surgery. Caffeinated 
beverages like tea and coffee, carbonated beverages like ginger-ale and sprite, and 
all alcoholic drinks, are strictly forbidden before surgery. You must stop all liquids 
4 hours before surgery.  

 Take your Blood Pressure and all other prescribed pills on the morning of your 
surgery  

 Do not take your Diabetes pills on the morning of surgery 
 Remember to take your prescription eye drops before you leave for surgery 
 Do not bring any valuables to the facility or wear any makeup 
 Please bring a valid form of payment (visa, debit, mastercard, or cash) 
 If necessary, please arrange for a family member /friend to act as a translator 
 Please arrange for an escort to accompany you home 
 You will not be able to drive a car for 24 hours post surgery 
 
After your Surgery 
 
POST OP Visit #1:  Will be done the same day as your surgery 
POST OP Visit #2:  Your post op will be arranged approximately 5 days- 1 week post 
surgery, you will receive the date on the day of surgery. 
POST OP Visit #3:  Please schedule an appointment with your optometrist at least one 
month after your second eye. 
 
 Your eyes will burn and itch after surgery. Use lubricating eye drops that are found in 

the black kit as often as needed.  
 You will receive a plastic shield on the day of surgery. Please wear the plastic shield 

while you are sleeping or lying down for 3 days/nights.  
 Do not put any pressure or rub your eye. You may wipe the corners of your eye 

gently with a clean tissue of face cloth. 
 You may resume light activities, but avoid heavy lifting, straining, or exercising for the 

first week after surgery. Ask your surgeon when you may resume work and driving.  
 You may shower or bathe as normal but keep direct water out of your eyes for the 

first 3 days. You may wash your hair after 3 days.   
 You should see your optometrist in 1 month to get new glasses. You can also remove 

the lens for the operated eye from your glasses in the mean time. 
 
 
Should you have a sudden or worrisome loss of vision in the first week or two after 
surgery, it can be the start of a very serious eye infection and you should go to the 
emergency room immediately. 
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FACILITY VERIFICATION OF INFORMED CONSENT  
FOR VISION CORRECTION SURGICAL PROCEDURE 

ONTARIO, CANADA 
 
I have reviewed with my surgeon the information necessary to reach an informed choice of whether or not to 
undergo vision correction surgery. My physician has already discussed my candidacy for vision correction surgery 
and the risks, side effects, complications, benefits, and alternatives of the surgery in great detail. I have had the 
opportunity to ask questions of my surgeon and all questions have been answered to my satisfaction.  
 
By signing this form I am consenting to have the vision correction procedure performed at 
______________________________________ (the “Facility”) on my RIGHT / LEFT (circle one) eye. In the 
event I require additional surgery at a later date there may be additional fees due to the Facility at that time.   
 
I understand that the Facility is owned or operated by TLC Vision (USA) Corporation, or its subsidiaries or its 
subsidiaries (jointly referred to herein as “TLC”).  I understand my surgeon is not an employee or an agent of TLC 
and that TLC has no control over my surgeon’s practice of medicine. I agree that TLC has not made any 
representations or warranties regarding my surgeon, my candidacy for the surgery, the surgery itself or the surgical 
result.  I understand that my candidacy for vision correction surgery is decided solely by my surgeon.  I 
understand that I am not a TLC patient and TLC is not my health care provider. 
 
I certify that I have read or have had read to me the contents of this form. My surgeon has explained and I 
understand the risks, side effects, complications, benefits, and alternatives for this vision correction surgical 
procedure.  I have already consented to have my surgeon perform this vision correction surgical procedure, and 
I do hereby consent for this Facility to provide my surgeon with the facility, equipment and support requested 
by my surgeon to perform and complete my vision correction surgical procedure. 
 
Patient’s Signature __________________________________ 
 
Patient’s Name (print)_________________________________ 
 
Date________________ 
 
TLC Parties Representative Signature ____________________________________ 
 
TLC Parties Representative Name (print)___________________________________ 
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PATIENT REQUEST FOR NON INSURED SERVICES 
 
 
 
I                                                       have been diagnosed as having a cataract(s)  and am  therefore 

seeking treatment  from Dr.                                                                              for  the  purpose  of  having  this  cataract(s) 

removed.  I  am  also  seeking other  custom  vision  correction (CVC)  services  for  cosmetic  reasons, 

specifically,  for  the purposes  of  trying  to eliminate  or  reduce the need  to wear glasses or contact 

lenses. 

 
I have been informed and I confirm that I am aware of the following: 
 
 

1.    I understand that the medically necessary components of cataract surgery are covered by 

OHIP, and that I have been offered an entirely funded procedure. 

 
2.    It  is  possible,  at  the  same  time  or  back  to  back,  that  my  operating  surgeon  can 

perform  custom  vision  correction  (CVC)  services  for  me  that  are  in  addition  to  the 

removal  of my  cataract(s)  and my  cataract surgery.   These CVC  services are  intended  to 

enhance my quality of vision and reduce my  future need  for prescription eyewear and are 

completely optional.  

 
3.    The  Ministry  of  Health  and  Long‐term  Care  does  not  consider  these  CVC  services  to  

be  medically necessary  and accordingly,  they are not  funded by OHIP.   As a result,  I will 

be personally  responsible  to pay for the CVC services  that  I elect to receive; I understand 

that I am being given a credit for the medically necessary lens provided by OHIP; 

 
4.    The various treatment options available  to me have been discussed with me  in detail and 

it is my decision and desire, in addition to my cataract procedure, to receive CVC services; 

 
5.    I have voluntarily chosen to receive the non‐insured services outlined  in the invoice 

attached as Appendix A and I undertake to be responsible  for the associated  fees.  

 
Date:____________    
 
 

Patient Name:                                                               Signature:   _____________                                                  
 
 
 

Witness Name:     Witness Signature:    

















 
     
 
 
 

 

PARKING INFORMATION & DIRECTIONS 
 

 
 
Parking:   
Entry to the parking lot is on Broadway Avenue. The parking ramp is on the south side of the street (East of the 
apartment building at 7 Broadway Avenue).  Take the Office elevators up to “L” or Lobby. Please exit the elevators 
and turn right to Suite 212.  
 
There are automated machines at every level.  
You can purchase a pass from these machines at a discount by entering coupon code “212”.   
 

How To Use The Machine:  ***Machine only takes coins*** 

1. Enter licence plate number  
2. Select number 5 for "More Options" until you see either 

1. TLC-6PM (Day Pass, valid from 6am to 7pm) or  
2. TLC-6AM (Evening/Weekend Pass, valid from 5pm to 6am) 

and press the corresponding number.  
3. Enter special discount parking code 212.  
4. Machine will request the discounted payment.  

 

Directions from HWY 401:  
• Take Hwy 401 to Yonge Street south exit. 
• Follow Yonge Street south and turn left (east) on Broadway Avenue. **Tim Hortons is at the corner** 
 
Directions from Yonge Street:  
• We are located 2 blocks North of the Yonge/Eglinton subway station on the East side of Yonge between 

Roehampton Avenue and Broadway Avenue (besides Shoppers Drug Mart). 

Don Valley Parkway 

Broadway Ave. 

Roehampton Ave. 

Pearson  International 
Airport 
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2345 Yonge St., Suite 212 
Toronto, Ontario   M4P 2E5 
Phone: 416-733-2020 - Fax: 416-733-0316 




