
 

 

 

 

 

 

 

 

MEDICAL EYE SERVICES, INC. 

 

Sample Referral Form Description: 

Sample form to be used as a reference for a patient referral to a specialist. The referral form should 

be accompanied with a referral letter.  

 

 

 

 

 

  



 

 

Referral Form 

Referral Information 

 
Date of Referral: ________________________ 
 
Patient Name: __________________________ 
 
Provider Name (print): ______________________________ Phone:________________________________ 
 
Referred Provider (print): ____________________________ Phone: _______________________________ 
 
Reason for Referral:______________________________________________________________________  
 
Diagnosis: _____________________________________________________________________________  
 
Pertinent Findings: _______________________________________________________________________ 
 
_______________________________________________________________________________________ 
      

□ STAT                □ Urgent               □ General 

 
Recommendations/Comments to Patient: _____________________________________________________ 
 
_______________________________________________________________________________________ 
 
_______________________________________________________________________________________ 
 

 

Patient Information 

 
Patient Name:____________________________________ DOB: __________________________________ 

 
Insurance Information 

 
Plan Name: ____________________________________ Group: __________________________________ 
 
Insured Name: __________________________________ Insured DOB: _____________________________ 
 

Relationship to Patient (Check one only):     □ Self                   □ Spouse            □ Child  

 
Insured ID: _____________________________________________________________________________ 
 

 
Please call me if you have any questions or would like a full report or records. I would appreciate if you would 
forward a report of your Assessment and Recommendations back to my office. 
 
Thank you, 
 
    ______________________________________                Date: ___________________________________ 
                           [Provider Signature] 
 

Sent via:      □ Fax         □ Mail           □ Sent with Patient         □ Email 
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