Nevada Retina Center

Tyson Ward, M.D. ¢ Chris Wu, M.D.
< Diseases and Surgery of the Retina, Vitreous and Uveitis
PATIENT REFERRAL FORM
Date:
Patient Name: DOB:

Patient Phone Number:

Insurance Company: ID#:

Referring Doctor:

Address:

Telephone:

Reason for referral:

[(JConsult & Treatment

Exam Results:

DPhone

D Letter
D Fax

PLEASE BRING FORM WITH YOU TO YOUR APPOINTMENT



Your appointment is on:

D WEST Z\i — Cheyenne Ave \95
6980 Smoke Ranch Rd., Ste. 110 "Ly, v vew
Las Vegas, NV 89128 Do

(702) 732-4500
Fax (702) 818-1393

Smoke Ranch Rd

Rainbow Blvd

Buffalo Drive

Rock
Springs Rd

Tenaya Way

Lake Mead Blvd I

N Pebble Rd

(J GREEN VALLEY

1401 N. Green Valley Pkwy., Ste. 230
Henderson, NV 89074
(702) 732-4500
Fax (702) 818-1393

Medicare, Medicaid and most insurance plans accepted.

Your visit will be approximately 2 hours
Your eyes will be dilated

Arrange to have a driver

Bring a list of all medications

Bring all insurance cards (Medicare card)
Bring glasses, contacts, contact case

ook N~

l, , authorize my records to be
released from my referring doctor and to this referring doctor regarding
my care.

PLEASE BRING FORM WITH YOU TO YOUR APPOINTMENT



