
 

Please fax completed referral with exam notes and insurance cards.   

Email: referral@inde-vision.com       Fax: 715.449.8400      Attn: Thomas Harvey, MD  

Questions?  715.449.8400 

 

 



 

 P A T I E N T  R E F E R R A L  
F O R  T H O M A S  H A R V E Y ,  M D   

 
 Date:  _____________________________ 

 

  

REFERRING DOCTOR 

Name:   Clinic: 

Office Phone: Office Fax: 

 

PATIENT INFORMATION 

Name:   Age:   DOB: Gender:    M    F 

Preferred Phone: Primary Insurance: 

Referring Diagnosis:  

  OD      OS      OU 
 
 

  

EVALUATION REQUESTED  TESTING REQUESTED 

⃝  Cataract  

⃝  YAG Capsulotomy  

⃝  Laser Vision Correction 

⃝  Cornea Transplant 

⃝  Crosslinking 

⃝  LipiFlow 

⃝  Pterygium 

⃝  Difficult Keratitis/Ulcer 

⃝  Durysta/SLT/YAG PI 

⃝  Chalazion/Eye Lesion 

⃝  Superficial Keratectomy 

⃝  Other 

 

⃝  Pachymetry 

⃝  Topography 

⃝  OCT 

⃝  Other _____________________ 

 

 

NOTES IVG ONLY 
  

Appt Time: 

 
Appt Date: 

 
Clinic Location: 
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