
 

Provider Referral Form 

 

 

Patient Name: __________________________________________________ DOB: _________________ 

 

Parent/Guardian Name (if under 18):  ____________________  Contact #: ___________________ 

 

Referral Date: __________________________ 

 

Type of Evaluation(s) Requested: 

⬜ General Pediatric Eye Exam    ⬜ Functional Vision Evaluation for Vision Therapy    ⬜ Other (specify below) 

 

Clinical Concerns: ______________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

____________________________________________________________________________________________________________ 

 

For Referring Optometrists 

 

Manifest Refraction:      (Glasses prescribed and dispensed? ⬜ Yes ⬜ No) 

 

OD____________________________________________ Dilated/Cycloplegic?  ⬜ Yes, Drop Used  __________  ⬜ No 

 

OS_______________________________________ Contact Lens Wearer?   ⬜ Yes, Brand ____________________ ⬜ No 

 

Additional Relevant Testing/Findings (e.g. phorias, vergences, accommodation, sensorimotor testing): 

 

_________________________________________________________________________________________________________ 

 

_________________________________________________________________________________________________________ 

 

_________________________________________________________________________________________________________ 

 

Any non-refractive ocular health diagnoses? _____________________________________________________________ 

 

 

Referring Provider: _______________________________________________________________________ 

 

New Referrers Specialty: _________________________ Location/Clinic/School: ______________ 

 

How would you like to receive reports?: 

 

⬜ Fax _______________________    ⬜ E-Mail ______________________    ⬜ Letter   ⬜ No Reports 

 

We appreciate your continued care of our mutual patients! 

10725 SE 256TH ST, SUITE 4, KENT, WA 98030 

doc@seesaweyes.com   |   P: 253.201.2515   |   F: 253.479.0104 
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