
 

 

Physician Referral Form  

 

Requested Surgeon: _________________________________________________________ Exam Date: _________________  

Patient Name: ______________________________________ DOB: _____________ Patient Phone: ____________________  

 

Reason for Referral: 

________________________________________________________________________________________________________

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

 

Subjective: 

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

 

                 VA cc/sc        NVA cc/sc        Man. Ref                                                                  VA cc              IOP  

OD: ____________ _____________ __________________________________________ ____________ ____________  

OS: ____________ _____________ __________________________________________ ____________ ____________  

 

Findings:  

________________________________________________________________________________________________________

________________________________________________________________________________________________________ 

 

IOL Options Discussed: ___________________________________________________________________________________  

Monofocal: _____ Distance: _____ Near: _____ Monovision: _____ Multifocal: _____ Toric: _____ 

 

Signature: _______________________________________________________________ Date: _________________________ 

 

Printed Name: ________________________________________________________ 


