§\l/&¢ B ﬂghtEye PROVIDER CONSULT REFERRAL REQUEST FORM FOR
/ﬁ\ CONSULTARTS OPHTHALMOLOGY (PEDIATRIC & ADULT STRABISMUS)

Christopher O’Brien MD Pediatric Ophthalmologist Board Certified
6311 Kingston Pike #6W Knoxville TN 37919
voice 865.262.8473 fax 865.262.8550
www.BrightEyeConsultants.com

PLEASE ATTACH COPIES OF INSURANCE CARDS AND MOST RECENT OFFICE VISIT NOTES

Request

Reason For Referral

Patient Information

Response

Referring Office / Provider Phone Fax

Appointment Timing (J Routine O First Available
0 Urgent **PLEASE CALL FOR ALL URGENT REQUESTS

Patient Full Legal Name DOB

Address

Phone SSN

Email 0 male O female

Insurer and Policy #

Responsible Party / Parent Name DOB
Address SSN
Phone 0 male O female

(0 Address and Phone same as patient

Referral Accepted: [ YES (O NO

APPOINTMENT SCHEDULED ON AT

(J Patient refused scheduling [J Patient prefers to contact consultant to schedule at a later date

O Consultant Requests Additional Information (see below)

Person Completing Confirmation Date of Confirmation

© Bright Eye Consultants PC 2019 bec referral form 20190216.docx
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