
 
 

Phone: 405-255-2579   Fax: 855-538-7896 

Patient contact:  Contact number:  

    
Patient Name:   Date of Birth:   

Phone No.:     

Patient Address:     

    

    

Visual Diagnosis:   Visual Acuity  
(best corrected): 

 

  OD:   

  OS:   

  Visual Fields:   

  OD:   

  OS:   

    

    

    
Please send Low Vision Strategies:    
 o Demographics  
 o Insurance Card(s) 
 o Last Eye Exam 
 o All applicable documents relating to Low Vision 
 
 Order for:   
   

  Low Vision Occupational Therapy Evaluate and Treat 

   

  Diabetic Education 

Note(s):  

 

Physician Signature:   Referral Date:  

Referring Physician:   NPI:   

Phone Number:   Fax Number:   

Address:     

    

 

Confidentiality Notice:  The information contained in this transmission is privileged and confidential and/or 
protected health information (PHI) and may be subject to protection under the law, including the Health 
Insurance Portability and Accountability Act of 1996, as amended (HIPAA).  This transmission is intended for 
the sole use of the individual or entity to whom it is addressed.  If you are not the intended recipient, you are 
notified that any use, dissemination, distribution, printing or copying of this transmission is strictly prohibited 
and may subject you to criminal or civil penalties.  If you have received this transmission in error, please 
contact the sender immediately by replying to this email and deleting this email and any attachments from any 
computer. 


