
 

 

Suburban Retina Associates   

                  Referral Form 

 

Today’s Date: _______________________________ 

 

Patient Name: _______________________________         DOB: ______________________________________ 

 

Patient Phone: ______________________________         Insurance: __________________________________ 

 

Referral Information: 

 

Referring Doctor: ___________________________      Referring Practice: _____________________________ 

 

Phone:  ___________________________________      Fax: ________________________________________ 

 

Reason for Referral: 

 

        Macular Degeneration                 Diabetic Retinopathy                       Epiretinal Membrane 

 

       Macular Hole                              Retinal Vein Occlusion                    Retinal Detachment 

 

       Uveitis                                       Retinal Tear                                    Other ______________________ 

 

 Comments: _____________________________________________________________________________ 

 

Please fax this form and clinical notes to (770) 248-0537. We will contact patients promptly. If this is an 

emergency, please call our office to provide further information at (770) 246-1330. 

Rishi Singhal, M.D. 

Vitreoretinal Surgeon 

Phone: (770) 246-1330 

Fax: (770) 248-0537 

www.SuburbanRetinaAssociates.com 

 

 


