
Patient
Information:

Today's
Date                     /                    /

Appointment date:                     /                    /

Name:

Office Phone:

Office Fax:

Home Address: Address:

OD 20/ ____________________ OS 20/ ___________________

Refraction: OD ____________________ OS ___________________

IOP: OD ____________________ OS ___________________ ❏ Applanation ❏ NCT

Time:   ____________________

Consultation and Related Testing:

❏ ❏ Glaucoma ❏ Retina ❏ Oculoplastic ❏ Cornea

❏ Refractive ❏ Pediatric ❏ Neuro-Ophthalmology ❏ Other ________________

Testing Only: ❏ VF HRT ❏ Photo's ❏ Pachymetry ❏ Other ________________

Pertinent Exam Results and Specific Requests:

Appointment:

❏ ❏ Please contact patient to schedule appointment

Home Phone:

Work Phone:

❏

by:

Patient scheduled on _____ ______________ _____

BCVA:

Referred 

                    /                    / ___ __

Cataract

Omni Eye Surgery of New York
36 East 36th Street, New York, New York 10016   212.353.0030   212.353.0083 fax ♦  ♦

OMNI

A copy of all test results and a report will be sent to the referring doctor.
Please ask all patients to bring their current medications (ocular and systemic) with them to OMNI.
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Extend the Power of Your Practice

Specialized treatment for Cataract, Glaucoma, Retina, Oculoplastic,
Cornea, Refractive, Pediatric and Neuro-Ophthalmology Patients


