
LOW VISION REFERRAL 

Patient Name: Date: 

Date of Birth: Telephone: 

Diagnosis 
⃝ Macular Degeneration (AMD) ⃝ Retinitis Pigmentosa 
⃝ Glaucoma ⃝ Optic Atrophy 
⃝ Diabetic Retinopathy ⃝ Best Disease 
⃝ Stargardt Disease ⃝ Adult Vitelliform Dystrophy 
⃝ Pathological Myopia ⃝ Mac Tel 2 
⃝ Macular Hole ⃝ Albinism 
⃝ Cataract ⃝ Toxic Maculopathy 
⃝ Other ⃝ Hemianopsia 

Additional Notes 

 
   

   

IF YOU RECEIVE THIS FORM IN ERROR, PLEASE CONTACT THE SENDER IMMEDIATELY AND THEN DESTROY THE 
FAXED MATERIALS.  

IMPORTANT: This transmission contains confidential information, some or all of which may be protected health 
information as defined by the federal Health Insurance Portability & Accountability Act (HIPAA) Privacy Rule. 
This transmission is intended for the exclusive use of Dr. Peter E DeGraziano, OD, and may contain information 
that is proprietary, privileged, confidential and/or exempt from disclosure under applicable law. If you are not 
the intended recipient (or an employee or agent responsible for delivering this facsimile transmission to the 
intended recipient), you are hereby notified that any disclosure, dissemination, distribution or copying of this 
information is strictly prohibited and may be subject to legal restriction or sanction. Please notify the sender by 
telephone (619)488-1100 to arrange the return or destruction of the information and all copies. 

Please fax this form, 
along with a copy of the patient’s 

most recent exam notes, to 
(619)362-9895

Referring Doctor: _______________________________ 

Telephone: ____________________________________ 

Fax: __________________________________________ 
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