THE OHIO STATE UNIVERSITY OPTOMETRY SERVICES

COLLEGE OF OPTOMETRY

Satellite Office Consultation Request Form

@ Optometry Services Upper Arlington Optometry Services Pickerington O
1800 Zollinger Road, Suite 1500, Columbus, OH 43221 1025 Refugee Road, Suite 250, Pickerington, OH 43147
Phone: (614) 366-3937 Fax: (614) 366-3865 Phone: (614) 293-2393 Fax: (614) 247-1795

Patient Information:

Patient Name: DOB: Preferred Phone:

Patient Address:

Vision Insurance:

Medical Insurance: Member ID/Group ID:

Does this request involve a Bureau of Worker’'s Compensation claim? O yes O no

Referring Doctor:

Doctor Phone: Doctor Fax:

Doctor Address:

Reason for Referral (please include ICD-10 diagnosis code):

Degree of Care Requested:
|:| Examination and ongoing care |:| Consultation with interpretation and report |:| Testing only

Service(s) Requested:

Advanced Ocular Care: Pediatrics: Contact Lens:
D Anterior Seg Photography D Pediatric Exam (Age 6 - 12) EI Contact Lens Exam
D Glaucoma Evaluation |:| Pediatric Contact Lens Exam/Fitting |:| Contact Lens Fitting
Fundus Photograph . . Standard Fit
E OCT: Macul graphy Primary Vision Care: E Kerat Evaluat
: Macula eratoconus Evaluation
[C1 ocT: Nerve Fiber L L] Comprenensive Exam [0 orthokeratology/CRT Eval
: Nerve Fiber Layer rthokeratolo va
[ Pachymet ’ L1 Refraction [ scleralL Fit)'/
achymetr cleral Lens Fittin
. y . Y D Diabetic Eye Exam with report 9
[] visual Field [C] Topography

[[] wavefront Aberrometry

Please Fax to 614-247-6626 or send encrypted email to opt-medrec@osu.edu

NOTE: Please send the patient’s medical record, medication list, and all relevant testing completed.
Please advise patient’s to bring the following to their appointment: Glasses or contact lenses, eye drops used,
and medication list.
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