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CONSULTATION REQUEST FORM

Referring Doctor:

OHIP Billing #:

Email:

Office Phone:

Fax:

Patient Last Name:

Given Name:

Health Card #:

Version Code:

DOB (Y-M-D):

Address:
Email: Home Phone:
Mobile Phone: Alternate Phone:

Reminder Preference: [ | Email [_] Phone

[ IMale [ ]Female [ ]Prefer NottoSay [ ]Other:

Thank you for your referral.
If your patient has not heard back within
5 business days please let us know.

LOCATION:
] Any site

If you prefer a specific doctor, please circle their name on the left.
If you desire a specific location, please select it below.

dc> NORTH TORONTO
EYE CARE ——

[ ] Toronto - Finch
[ Toronto - Elmwood

é prism

[ ] Mississauga/Oakville
(] Brampton

URGENCY:
[]Non-Urgent

[]Urgent (Desired Timeline )

REASON FOR REFERRAL (please check/circle where applicable):

] Book pre-assessment

LASIK / REFRACTIVE LENS EXCHANGE

CATARACT
[_]OHIP Only

] Enhanced Testing and Aspheric IOL
[] Refractive Cataract Surgery
[] Femtosecond Laser Assisted Surgery

.

PERIORBITAL COSMETIC SURGERY / REJUVENATION
[ ] Upper lid blepharoplasty
] Lower lid blepharoplasty

[]Brow ptosis
[ Fillers/BOTOX

Please indicate on the diagram the areas of interest:

DRY EYE [] DD ] ]
[ Interventional dry eye program
[] Lipiflow/IPL
ANT SEGMENT Pterygium [_| pco [] Keratoconus [_| Other Cornea [_|
GLAUCOMA Narrow angles [_] High IOP [ ] Disc cupping [_] Field loss [ ]
RETINA Flashes/Floaters [ | | Diabetes (screen/NPDR) [ ] Diabetes (PDR/DME) [ ] ARMD (Dry/Wet) []
Retinal tear/detachment [_| CME [] Vein Occlusion [_] Other Retina [_]

PLASTICS

Ptosis [_|

Lid lesion / Chalazion [_]

Entropion/Extropion [ |

Tear duct [_|

OTHER

EYE EXAM

oD

oS

BCVA

Refraction

IOP

Remarks/Drawing:

Additional Information:






