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GROSSNICKLE EYE CENTER, INC. 

Phone: 
Warsaw 574-269-2777  

Fax: 
Warsaw 574-269-9828 

Mishawaka 574-271-0120 Mishawaka 574-273-4108 

 Elkhart 574-260-6100   Elkhart 574-266-8708 

SPECIAL TEST ORDER 

 Referring Physician: Please provide information in this section. (Please Print) 

 
Patient Name: __________________________________________  Date of Birth: ____________________ 
 

Test Ordered:      OD  OS  OU 

□ Visual Field – Specific Type: ___________________ □ Topography □ Pachymetry 

 

□ OCT for Optic Disc 

□ OCT GPA (Optic Disc 

Guided Progression Analysis) 
 

□ OCT for Macula 

□ OCT GCA (Ganglion 

Cell Analysis) 

 

□ Other: 

 Test only  Test and Interpretation 

 

Diagnosis for Requested Testing: __________________________           ICD 10 Code: _____________________ 
                                                  (required for Insurance purposes)                                                  (required for Insurance purposes) 

 

Requested by (Please print): ______________________________            Fax Number: ____________________ 

 

Address: _____________________________________________             Phone Number: ___________________ 

 

OD/MD Signature: ______________________________________           Date: ___________________________ 

 
 

GEC to complete this section 
 

Technician: _________________________________________________ Date: ___________________________ 

□ Visual Field – Specific Type:___________________ □ Topography □ Pachymetry 

 

□ OCT for Optic Disc 

□ OCT GPA (Optic Disc 

Guided Progression Analysis) 
 

□ OCT for Macula 

□ OCT GCA (Ganglion 

Cell Analysis) 

 

□ Other: 
 

Interpretation:  

OD_________________________________________________________________________________________ 

 

OS_________________________________________________________________________________________ 

 

Interpretation by: _____________________________________________________________________O.D./M.D. 

 

Test Results sent to Referring Physician via: 
 

 Phone call   Faxed report      Sent with Patient           Mailed               Other _____________ 

 

__________________________________ 

Technician Signature 


