VERDIER EYE CENTER, P.L.C.
Medical & Surgical Ophthalmology
1000 E. Paris SE, Suite 130
Grand Rapids, Michigan
Telephone:  616-949-2001
FAX:  616-949-8620

REQUEST FOR EVALUATION FAX FORM
*Please Fax with Form: Physician Notes/Letter and Diagnostic Tests*
Failure to fill out the entire form or attach proper information will result in a delay of processing an appointment.

Type of Appt:  Urgent___________ Routine___________
Patient Information:

Date: ___________ Patient Name:______________________________________ DOB:_____________Sex: _______
		        (First, Middle Initial, Last)
Home Phone: __________________ Work Phone: ______________________Cell Phone: ______________________

Address: _______________________________________________________________________________________

Emergency Contact:  ___________________________ Relationship: ______________ Phone:___________________

Primary Care Physician: _________________________________________________________________ MD   DO
(First and Last Name)

Does the patient currently reside in a Skilled Nursing Home, Assisted Living Facility or Group Home?  If so, please indicate the place of residence: _____________________________________________________________________

Appointment Preference (please circle):	Morning   Afternoon   /    Mon.   Tues.   Wed.   Thurs.   Fri.

Is an Interpreter Needed?	Yes	No             Language: ________________

Reason for Referral (diagnosis):_______________________________________________________________________

[bookmark: _GoBack]Referring To (please circle):  	David D. Verdier, M.D.   Karl J. Siebert, M.D.   Ann M. Renucci, M.D.     Kyle B. McKey, M.D.

				Derek M. Phelps O.D.    Troy L. Fox, O.D.	Brittany A. Darnley, O.D.
Medical Insurance Information:  

Primary Insurance: _________________________________________________ Policy#: ________________________

Secondary Insurance: _______________________________________________ Policy#: ________________________

Referring Physician Information:				Co-manage:	Yes	No

Referring Physician: __________________________________________ MD  DO  OD    NPI#:_____________________
(First and Last Name)
Address:_________________________________________________________________________________________

 Phone#: ______________________ Fax#: _____________________  Person filling out form:_____________________

OFFICE USE ONLY:									
Appointment Date and Time:__________________________________________________________________________

Chart#______________________     	 Initials: _____________________ Date and time faxed back:____________________________________
