60TH MEDICAL GROUP SGCXE/LRC
WARFIGHTER LASER REFRACTIVE CENTER

101 BODIN CIRCLE, TRAVIS AFB, CA 94535-1800
DGMC.laser.center@us.af.mil
Website:  https://kx2.afms.mil/kj/kx2/TravisWarfighterLaserSurgery
INSTRUCTION SHEET 

Dear Prospective Patient,


Thank you for your interest in the David Grant Laser Refractive Program.  Complete all attached Corneal Refractive Surgery (CRS) application forms.  Once completed, your application packet must be emailed via 1 PDF file, walked-in or mailed to the address listed above.  Incomplete packets will be returned for completion.  Mailed packets will receive an email confirmation from our office as an acknowledgment receipt within 15 business days.  Due to the heavy volume of applications received, we ask that you kindly hold all questions and inquiries until we contact you.  Do not send duplicate emails. We assure that you will be promptly notified for an appointment based on available space. Contacting our clinic before we have contacted you slows down the processing 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.

Your packet must include:
1. Patient Information Form pages 1&2

2. Command Authorization(CA) Form (additional CA form for Navy/Army)

3. USAF Refractive Surgery (USAF-RS) Warfighter Application Form 

4. For Non-TRAVIS applicant’s page 2 of the USAF-RS Form is required. Most applicants will provide a copy of an eye examination that’s 12 months or older from a DOD or civilian physician. 
5. Statement of Understanding initialed, signed and dated.
6. For all Active Guard Reserves (AGR) or Air National Guard (ANG) – a copy of your active duty orders is required. All Army participants must have 18 months active duty from the date of surgery with Navy, Marines and Coast Guard 12 months. 
7. Please provide us with the following information and submit this sheet along with your completed laser surgery application packet.
A. Name: _____________________________________________________________
B. Duty phone number: ______________________ Are you a flyer? Yes___ No___
C. Date of separation/retirement/commitment end date: ______________________
D. Date and duration of the next TDY/PCS/DEPLOYMENT: _________________
E. Are you undergoing an MEB: No  ____  Yes ___(if so date it began)___________
F. Provide a photocopy of the “front only” of your DoD ID card.  
*All Aviation/Air Crew/Special Duty Personnel (please contact your Flight Surgeon for application and instructions.)
David Grant Medical Center-Laser Refractive Center

Medical Coordinator DGMC.laser.center@us.af.mil
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