Patient Referral Form

Aaron Wolf, OD, FAAO, FSLS, FIAOMC /D
Fellow of the American Academy of Optometry

Fellow of the Scleral Lens Society

Fellow of the International Academy of Orthokeratology and Myopia Control

TEXAS SPECIALTY
EYE CENTER

Referring Physician Information Date

Referring Physician’s Name and Practice Name Phone Number Email Address
Patient Information
Patient’s Name Date of Birth Phone Number Email Address

Ocular History / Surgeries:

Reason for Referral:

[] Diagnostic Testing Only

[] Diagnostic Testing with Specialty Services

Specialty Services

[1 Scleral Lens (standard, freeform, impressions,
custom HOA)

[1 EyePrintPro Ocular Impression Lens (corneal
or scleral)

[] Corneal/Intralimbal Rigid Lens

[J Adult Orthokeratology (myopia, hyperopia,
presbyopia, astigmatism, post-LASIK)

[] Translimbal Orthokeratology

[ Adolescent Myopia Management (AXL,
myopic OrthoK, astigmatic Orthok, soft
multifocal, atropine)

[] Custom Soft Lens

[1 Hand-Painted/Printed Prosthetic Iris Lens
[] Amniotic Membrane

[] Punctal/Canalicular Plugs

[] Lacrimal Irrigation

Diagnostic Testing

[] Scleral Profilometry

[1 Corneal Tomography/Pachymetry

[ Corneal Topography

[] Dry Eye Evaluation (Shirmer’s, Non-Invasive
Tear Break-Up, TMH, Meibography, vital dyes)

[] Total Eye Aberrometry
[] Axial Length

[] Anterior Segment OCT
[ Anterior Photography

w

8701 Shoal Creek Blvd, Suite D302
Austin, Texas 78757

TEL: 512-291-2516
FAX: 512-291-2517

info@texasspecialtyeye.com



