
Patient Referral Form
Fax (470) 588-8894   ·   Phone (470) 440-4099

3940 Buford Hwy, Suite A104, Duluth, GA 30096

PATIENT

Patient name Date of birth Best phone number

Email (optional) Medical / vision insurance

REFERRING PROVIDER

Referring doctor Practice name

Phone Fax Email

REASON FOR REFERRAL

Keratoconus / corneal ectasia Post-surgical cornea (LASIK, PRK, RK, PK)

Scleral / specialty lens evaluation Severe dry eye / ocular surface disease

Envision dry eye treatment Ortho-K / myopia management

Other (please specify)

CLINICAL INFORMATION (OPTIONAL)

Best corrected VA  OD Best corrected VA  OS Working diagnosis / ICD-10

Records attached

Corneal topography / tomography Recent exam notes

Surgical records Current contact lens parameters

Notes, visual goals, or questions for Dr. Nim

Fax the completed form and records to (470) 588-8894.
Confidential: contains protected health information. Please do not send by email.
We contact the patient to schedule and can update your office after the visit. Questions: (470) 440-4099.
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