	REFERRAL FORM

	PATIENT DETAILS (Please Print)

	Last Name:      
	
	First Name:      
	Title:      

	Address:       
	
	D.O.B.              
	Sex:   FORMCHECKBOX 
 M    FORMCHECKBOX 
 F

	                     
	
	

	                     
	
	Day time Tel. No:              

	Zip Code:      
	
	

	
	
	

	TO BE COMPLETED BY THE OPTOMETRIST 

Check reason for referral

	 □ Cataract                         □Glaucoma                                 □Diabetic retinopathy                                                                                        

	                       □Uveitis                          □Macula degeneration                                   □Corneal disease                    

	□Other-

	

	Please indicate the patients need for surgery in which eye:     FORMCHECKBOX 
 Left eye        FORMCHECKBOX 
 Right eye            FORMCHECKBOX 
 Both 


Refraction details 

	
	Sph
	Cyl
	Axis
	Prism
	Base
	Add
	VA 
	Near VA

	RE


	     
	     
	     
	     
	     
	     
	     
	     

	LE


	     
	     
	     
	     
	     
	     
	     
	     


Intra-Ocular Pressures: RE…………………………………LE…………………………………
	Other ocular pathology and relevant information: 

     


	     
□  Appointment scheduled at your office on  ________/________/____________

□  Please call the patient to schedule an appointment
□  Co-management has been explained to the patient



	OPTOMETRIST 
	
	
	 Progressive Vision Institute

	Name:           
	
	Fax: 570-628-3088    Telephone: 570-628-4654
Fax: 610-396-1488    Telephone: 610-396-1025

	Address:  


	
	□ Solomon C. Luo, M.D    □ Anthony F. Grosso, D.O.                       □ Maria E. Barbe, M.D.     □ Cristan M. Arena, M.D.

□ Shann B. Lin, M.D.        □ Scott Piette, D.O.
□ Stella L. Luo, M.D.


	Signature:                                                                  Date:


