
 
 
 
 

 

Low Vision Referral  
 
Patient’s Name:                                                                         Date:                                                
 
Date of Birth:                                                                                                                                      
 
Address:                                                                                                                                               
 
Phone No:                                                                                                                                             
 
           
 
Primary Diagnosis:  O.D.                                                        Stable       Progressive      ?  
    O.S.                                                         Stable       Progressive      ? 
 
Secondary Diagnosis:  O.D.                                                         Stable      Progressive      ? 
    O.S.                                                          Stable      Progressive      ? 
 
Distance V.A.:   O.D.  O.S.                                 
 
Examining Doctor’s Medicare UPIN# / NIP#:                                                                                     
 
Doctor’s Signature:                                                                                                                            
 
Doctor’s Printed Name:                                                                                                                    
 
Address:                                                                                                                                              
 
Date of Examination:                                                                                                                        
 
Additional comments about patient’s examination:                                                                   
 
                                                                                                                                                                  
 

Thank you for referring for a Low Vision Evaluation at Society for the Blind. 
Please attach the most recent visual fields report, if applicable to vision impairment, and FAX 

with this completed form to 916.492.2487 or email to LVClinic@societyfortheblind.org.  
 

 
Low Vision Clinic / 1238 S Street Sacramento CA 95811 / 916.452.8271 

mailto:LVClinic@societyfortheblind.org
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