
  

DOCTOR REFERRAL FORM 

Referring Doctor’s Name:_____________________________________________   Date_______________ 

Phone #: ___________________ Fax #:___________________ Email: ______________________________ 

Address: _______________________________________________________________________________ 

PATIENT INFORMATION: 

Name:___________________________________  DOB: ____________ Phone: _______________________ 

Medical Insurance:____________________________   Patient Email: ________________________________ 

Address: _________________________________________________________________________________ 

 

Diagnosis: _____________________________________________________   OD       OS        OU   (circle one) 

Urgency/Timing of appointment:  ______________________ (If emergent, please call the office) 

Pertinent History: _________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________ 

 

BCVA: OD: _____________ OS: _____________                 IOP:  OD: ______________ OS: ________________ 

 

** IF POSSIBLE, PLEASE FAX OVER LATEST OFFICE NOTES AND INSURANCE CARDS TO: 303-893-5610 ** 

Please circle preferred office address below: 

 

274 Union Blvd, Suite 120        9141 Grant Street, Suite 243 

                  Lakewood, CO  80228              Thornton, CO  80229 

                  Phone: 303-893-5138         Fax: 303-893-5610                         Phone: 303-252-1363 

                                                              THANK YOU FOR YOUR REFERRAL! 


