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   IMAGING REFERRAL FORM 
Patient Information:

Name:_____________________________________               Today’s Date (yyyy-mm-dd)___________________                                          
                
Date of Birth (yyyy-mm-dd): _________________  Sex: M/ F   Primary Language:__________________________

Telephone: ___________________       Cell: _________________                     AHC #: _____________________

Address:____________________________________________________________________________________
               		(Full Address: Street, City, Postal Code)
Email Address: ____________________________________________

Referring Clinic Information:

Referring Physician: ___________________________________   PRAC ID: ______________________________

Location: ____________________________________________________________________________________

Phone: ___________________________    Fax: ________________________  Date: _______________________

Testing Requested:

Urgency Referral:  𝤿 Urgent  𝤿 Within a Month   𝤿 Other _____________

Ocular Coherence Tomography: Reason for test: ___________________________      Dx Code: _____________
                                𝤿 Macular Cube                    	𝤿  5 Line Raster
                                𝤿 Optic Nerve Head / RNFL 	𝤿 Anterior Segment scan (includes Pachymetry)	
   𝤿 Other ( please specify): ___________________________

Visual Field Testing: Reason for test: _____________________________________      Dx Code:______________
                                𝤿 10-2                                             𝤿 24-2			   𝤿 30-2 
                                𝤿 120-2                                           𝤿 Other ( please specify):    __________________________

Posterior Pole Photography:  Reason for test: _______________________________    Dx Code:______________      			   𝤿 Posterior Pole Fundus Camera 	 𝤿 Anterior Segment Photo  𝤿 Other: ____________________

Appointment for Repeat Testing Required?             Yes/ No
                              If yes, when? ___________________________________________________________________
                              If different testing is required at follow-up visit, please specify which tests are required: _________
                             _______________________________________________________________________________

Comments/ Contra-Indications/ Special Instructions: _______________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________
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