
     

     

      

      

 Consultation Request 
 Date: _________________  Location Requested:  □ Charlotte □ Matthews □ Gastonia □ Rock Hill 

 Referring Provider Information 

 Name: ___________________________  Practice Name: _______________________________ 

 Address: ______________________________________________________________________ 

 Phone: ___________________________________  Fax: _______________________________ 

 Patient Demographic Information 

 Name: ____________________________D.O.B________________ Gender: _______________ 

 Patient Address: ________________________________________________________________ 

 Zip code: ___________________Phone number(s):  ___________________________________ 

 Primary Insurance: ___________________(Please send front and back copies of insurance card) 

 Briefly state referral reason: 

 Visual acuity: 

 OD: 20/____ 

 OS: 20/____ 

 Urgent consultation for: 
 □  Retinal Detachment 

 □  Retinal Tear 

 □  Endophthalmitis 

 □  Vitreous Hemorrhage 

 □  Other:_________________ 

 Routine consultation for: 

 □  Diabetic Retinopathy 

 □  Dry AMD 

 □  Epiretinal Membrane 

 □  Macular Hole 

 □  Other:_________________ 

 □  Vein Occlusion 

 □  Choroidal Nevus 

 □  Uveitis 

 □  Neovascular Glaucoma 

Nasi  Samiy,  MD  □

Arman  Farr,  MD  □

Charles  L,  Tucker,  MD  □


