
Appointment Information
Consulting Physician  _________________________________ 	 Practice	Office	 ______________________________________

Patient Name  _______________________________________  Patient DOB  ________________________________________

Patient Phone  _______________________________________  Appointment Date & Time  ____/____/____        ________ am/pm

Referring Physician  __________________________________  Phone Number  ______________________________________

Address  ____________________________________________  Fax Number  ________________________________________

Consultation requested for evaluation and consideration of treatment alternatives for:
  Cataract   Cornea   Glaucoma

  Neuro Ophthalmology   Oculoplastic   Refractive

  Retina   Urgent (within 72 hours)   Uveitis

  Other   ___________________________________________________________________________________________________

Other ocular diagnoses being treated by referring doctor  _________________________________________________________

Please include the following information regarding this patient:  

                                            OD                                                 OS

Best Visual Acuity  ________________________________________   __________________________________________

Refraction  ________________________________________   __________________________________________

Intraocular Pressure  ________________________________________   __________________________________________

Cup-to-Disc Ratio  ________________________________________   __________________________________________

Ocular Medications  ________________________________________   __________________________________________

Pertinent Findings
Anterior Segment   ___________________________________________________________________________________________

Posterior Segment   __________________________________________________________________________________________

Diagnosis (if known)  ________________________________________  ICD-10 Code (if known) ______________________

Remarks   ___________________________________________________________________________________________________

Co-management discussed with patient and recorded:                     YES           NO

Referring Doctor Signature  ____________________________________  Date  _____________________________________

FAX	THIS	FORM	TO	THE	DESIRED	PRACTICE	OFFICE			(Fax	numbers	and	office	addresses	are	on	the	reverse	side	of	this	form)

Referral Request



Cincinnati Eye Institute

  Blue Ash 
1945 CEI Drive
Cincinnati, OH 45242
(513) 984-5133 

  Blue Ash Retina Clinic
9997 Carver Rd, Level 2
Cincinnati, OH 45242
(513) 984-5133

  Clermont
2055 Hospital Drive
Suite 255
Batavia, OH 45103
(513) 984-5133

  Clifton 
Medical Arts Building
222 Piedmont Ave.
Suite 4000
Cincinnati, OH 45219
(513) 984-5133

  Eastgate
601 Ivy Gateway
Suite 301
Cincinnati, OH 45245
(513) 984-5133

  Edgewood
580 South Loop Road
Suite 200
Edgewood, KY 41017
(513) 984-5133

		Fairfield
563 Wessel Drive
Fairfield, OH 45014
(513) 858-6500

  Green Twp
6507 Harrison Avenue
Suite E
Cincinnati, OH 45247
(513) 661-3566

  Kenwood
5240 East Galbraith
Suite B
Cincinnati, OH 45236
(513) 745-9787

  Lawrenceburg
275 Bielby Road
Lawrenceburg, IN 47025
(513) 984-5133

  Maineville
87 State Route 22
Suite 100
Maineville, OH 45039
(513) 984-5133

  Mason
6150 Radio Way
Mason, OH 45040
(513) 770-4020

  Middletown
5850 Innovation Drive
Middletown, OH 45005
(513) 984-5133

  Montgomery
10615 Montgomery Rd
Suite 202
Cincinnati, OH 45242
(513) 561-5655

  Red Bank
4760 Red Bank Exp.
Suite 108
Cincinnati, OH 45227
(513) 984-5133

  West Side
3310 Mercy Health Blvd
Suite 220
Cincinnati, OH 45211
(513) 984-5133

CVP Physicians Dayton

  Beavercreek
89 Sylvania Drive
Dayton OH 45440
Phone: (937) 754-7214
Fax: (937) 320-0504

  Centerville
6601 Centerville Business Pkwy 
Suite 350
Dayton, OH 45459
Phone: (937) 427-8900
Fax: (937) 320-0504

  North
77 E Woodbury Drive, #100
Dayton, OH 45415
Phone: (937) 276-2020
Fax: (937) 320-0504

  Springboro
580 N Main Street
Springboro, OH 45066
Phone: (937) 514-7447
Fax: (937) 320-0504

  Troy
1861 Towne Park Drive, Suite C
Troy, OH 45373
Phone: (937) 427-8900
Fax: (937) 320-0504

Valley Eye Institute

  Bellefontaine
1449 S Main Street
Bellefontaine, OH 43311
Phone: (937) 292-7365
Fax: (937) 292-7365

  Piqua
1219 Recker Road
Piqua, OH 45356
Phone: (937) 615-0285
Fax: (937) 615-0438

  Sidney
1118 Fairington Drive
Sidney, OH 45365
Phone: (937) 492-3755
Fax: (937) 492-1132

  Troy
180 South Stanfield Road
Troy, OH 45373
Phone: (937) 335-3933
Fax: (937) 335-6684

Practice Addresses


