
 
 

 
 
 
 
 

 
Request for Retinal Consultation  

 
Date of Referral: __________________________________________________  
 
Referring Doctor Name/Office: _______________________________________  
 
Referring Doctor Phone Number: _____________________________________ 
 
Patient Name: _________________________ DOB: ______________________  

 
Insurance: _______________________________________________________  
 
 
Brief Summary of Problem:  
 
 
 
 
 
 

  
 
 

 
 
Appointment:  
 

⬜  ​Appointment was made for:  

Date: ________________ Time: __________________  

⬜  ​Please call the patient to schedule an appointment.  

Best contact number: __________________________  

⬜  ​The patient will call for an appointment. ​Ypsilanti, MI 48197  

 


