
 
Patient Referral Form 

www . c v i g a . o r g   

• Complete and fax this form to CVI at 404-875-4568 
• Please include a copy of the patient's Eye Report with 

Fundus and Slit Lamp Exam (completed within last 12 
months) and Visual Field Testing and Report 

• CVI will contact your patient to schedule an appointment 
Patient Name:   

Date of Birth:    

Patient’s Preferred Phone:    

Address:    

City/State/Zip:    

Email:    

Diagnosis:    

Visual Acuities: Distance cc OD:   cc OS  

Visual Fields (please fax field chart if available):   

Referred by: 

Physician’s name (please print):  
First Middle Last 

Physician Practice/Location:     

Physician’s signature:     

NPI:    Phone:   

Address:     

City, State, Zip:     

Referral Date:   Date of Office Visit:   
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