
         

               

 

Physician Referral Form for Low Vision Evaluation 

 

Patient Name: Last _____________________________ First _____________________________ 

  

Mailing Address: Number and Street _________________________________________________ 

 

City ____________________________ State _____ Zip Code __________County ____________ 

 

Telephone Numbers: Home ______________Cell ________________Alternate _______________ 

 

Health Insurance: _________________________Ins. ID #_______________________________ 

 

 Date of Birth:  ______/______/______      Age: ________  Is the patient a Veteran?: _________ 

 

Patient Dx: _____________________________________________________ 

 

 

Impending Surgical Procedures: ____________________________________________________ 

 

Name of Referring Physician: ______________________________________________________ 

 

Referring Physician Address: ______________________________________________ 

 

____________________________________________________________________ 

 

Referring Physician Phone: ____________________ Fax: ________________________ 

 

Please include a copy of the latest exam results with your faxed referral. 

 


