GROSSNICKLE EYE CENTER, INC.

PATIENT REFERRAL FORM
DATE:
PATIENT NAME: [ MALE [J FEMALE
DATE OF BIRTH PHONE NUMBER: (C)
ADDRESS: (H)
(W)

MEDICAL

INSURANCE:
APPOINTMENT DATE & TIME:
REASON FOR REFERRAL:
If the patient is being referred for o Consult/treatment and return to your care when stable

glaucoma, please send visual field: o Consult/treatment and manage glaucoma care @ GEC

If the patient is being referred for a cataract evaluation:

o  Patient’s Current glasses Rx (or MR):  OD: OS:

o Kreading OD: K reading OS:

o  History of refractive surgery?: Yes/ No Date: Provider:

o  Contact Rx if applicable: OD: OS:

o  Contact Rx for monovision? Please indicate which eye for near or distance. OD: OS:

Contacts should be discontinued 2 weeks for soft and 4 weeks for gas permeable prior to Cataract Evaluation!

o  Post-operative refractive goal:

o  Discussed intraocular lens implant options (i.e. Monofocal, Multifocal, Toric, Light Adjustable Lens)

ADDTIONAL COMMENTS:

DOCTORS NAME (please print):

DOCTORS SIGNATURE:

Grossnickle Eye Center, Inc. Grossnickle Eye Center, Inc. Grossnickle Eye Center, Inc.
MAIL or | 2251 DuBois Drive 4330 Edison Lakes Parkway, Ste. A 1510 Osolo Road
FAX TO: Warsaw, IN 46580 Mishawaka, IN 46545 Elkhart, IN 46516
* | Phone: (574)269-2777 Phone: (574)271-0120 Phone: (574) 266-6100
(800) 992-6975 (888) 223-2030 (855) 266-6100
Fax: (574) 269-9828 Fax: (574) 273-4108 Fax: (574) 266-8708

W-6/10 R-9/25
https://medcgroup-my.sharepoint.com/personal/hshannon_medcgroup_com/Documents/Pictures/Projects/Grossnickle/Patient Consultation Form.docx



