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Patient Demographics:

Name: __________________________________________ DOB: ________________

Phone number: ____________________________      □ Demographics pages included 

Patient Diagnosis:

Macular Degeneration Cataract  

Glaucoma Stargardt Disease  

Diabetic Retinopathy Juvenile Macular Disorders  

Macular Hole

Pathological Myopia Nystagmus

Optic Atrophy

Chart Notes:    **This referral requires doctor’s chart notes no older than 12 months* 

Referring doctor’s information:

Name: ______________________________________ Fax: _____________________

 
6037 La Granada, Suite F, PMB 2644 

Rancho Santa Fe, CA  92067-2644 
 Phone: 858-381-3123   Fax: 858-381-3414 

Low Vision Clinic Exam Referral Form

The information contained in this transmission may contain privileged and confidential information, including patient information protected by 

federal and state privacy laws. It is intended only for the use of the person(s) named above. If you are not the intended recipient, you are 

hereby notified that any review, dissemination, distribution, or duplication of this communication is strictly prohibited. If you are not the 

intended recipient, please contact the sender by reply phone or fax and destroy all copies of the original message.

Kindly FAX most recent chart notes to our office @ 858-381-3414

Thank you for referring your patient to our Low Vision Clinic!

Requested Referral Information:  

Albinism

Hemianopsia - Vision Loss 

After a Stroke or Brain Injury

Corneal Disorders _________________________

Other: ___________________________________


