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Referral for Neurovisual Assessment		
			  Dr. Angela Dobson BSc, OD	       Dr. Alice Yuan OD, FAAO
	
Type of Referral:                   Binocular Vision                       Date:  _____________________________________                               
                                                 Traumatic Brain Injury                                                       
                                                 



	Patient Information


Patient Name                                                                                                       DOB                                                          Pronouns

____________________________________________________________________________________________________________________________________
Address                                                                                           City                                                        Province                                 Postal Code

____________________________________________________________________________________________________________________________________
Email                                                                                                              Phone                                                                  Cell



	Referring Professional Information

________________________________________________________________________________________________
Name                                                                                                                    Name of Clinic

______________________________________________________________________________________________________________________
Email                                                                                       Phone                                                                                    Fax

	
Please provide a summary of the patient’s history and symptoms:

	

	

	

	



	Dear Colleague,

We appreciate your trust in us and look forward to collaborating in your patient’s care. To ensure a good patient experience with Vision Sense Optometry, we ask that you include all pertinent medical history regarding the patient’s physical exams, symptom history, previous medical interventions, and anything else that may inform our approach.
Please email or fax the completed referral form and medical history to info@vision-sense.ca or 902-454-2552.
Please advise the patient that a non-refundable deposit of $100 will be required to book the initial assessment.
Our team will reach out to the patient to schedule the initial assessment, so please ensure all contact information is up-to-date.



Signature: ___________________________________
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