
  

 

 

 
 

Optom’s Name: ______________________________________________ 

 

Patient’s Name: ___________________________________________________ 

 

Reason for Referral: 

 

 

 

 

 

 

 

 

 

 

Phone: 3368 3644        

Fax:     3368 3436       

julie@icuopt.com  

andrew@icuopt.com  

o Optical Coherence Tomography 

o Retinal Photography 

o Slit Lamp Photography 

 

o Topography 

o Computerized Perimetry 

o Other:  _______________________________________________ 

Any relevant clinical notes: 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

____________________________________________________________________ 

 

Referring optom’s email address: ____________________________________ 

 

o Please return patient to my care 

o Please retain care of this patient 

o Please email me a report 

o Please email me a link to images 
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