
Referral for Ophthalmology
Dr Chad Denison  
 (
If this is a urgent matter, Please call our physician line at (620) 727-1422
)
 (
Patient Information:
Name: __________________________________________________ 
DOB :
 _____________________          M/F
Phone :
 _____________________________
REASON:
 
Cataract Consult OD/OS       
 
Yag
 Laser 
Capsulotomy
 Consult OD/OS        
 SLT 
Consult  OD
/OS             
 Botox Consult           
     
 
Chalazion
 OD/OS          
 
Yag
 Laser Peripheral 
Iridotomy
 
Consult  OD
/OS         
 
Blepharoplasty
 Consult
        
  
Other :
 ______________________________
Testing:  
 Visual Field   
 OCT   
 GDX    
 
Pachymetry
   
 Topography              
 Tech Only     Dx: _________________
**
Please send last exam with the referral
**
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 (
INTERNAL USE ONLY:
  Appointment information
Dr: _______________________
Date: ___________________Time:____________
Reason: ____________________________________
) (
Referring Doctor Information
:
_______________________________________________
Doctor
_______________________________________________
Phone                                           Fax
)




 (
Pertinent Ocular/Medical history: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
)



Please fax referral & last exam to 620-694-2102
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