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OPHTHALMOLOGY CONSULTATION REFERRAL FORM 
(Please Print) 

Date: ____________ 
 
Patient’s Full Name: ____________________________________________ DOB: ____________________ 
 
 
Patient’s Telephone Number(s): _____________________________________________________________ 
 
*NOTE: Please fax this form with a copy of the patient’s Demographics, Insurance Card(s), last chart note, 
 Recent labs and imaging. 
 
This patient is being referred to: 
 
____ Bradley B. Williams, MD 
____ Kurt F. Heitman, MD 
____ Wade A. Reardon, MD 
____ Douglas W. Stokes, MD (Glaucoma) 
____ Peter B. Daniel, MD (Glaucoma) 
____ Scott Mogavero, OD                                                                                                                                    
____ Andrew E. Hack, MD (Cornea)                                                                                                                                                             

____ S. Tyler Pace, MD (Oculoplastic) 
____ Peter Goodwin, MD (Retina)  
____ William R. Steigerwald, OD (Low Vision)  
____ Craig A. Odell, OD 
____ Drew Pickens, OD (Scleral contacts) 
____ Justin Lee, OD   
____ Melissa Ixcamey, MD (Retina)  

When do you need the patient seen? _____________ NOTE: If this is an Emergency please CALL our office direct. 
 
Preferred location: ________Greenville ________ Greer ________ Simpsonville  
 
 
Reason for referral: ________________________________________________________________ 
    (Please fax any pertinent medical records) 
 
Referred By: _____________________________________________________________________________ 
     (Referring Physician’s Name) 
 
Office Contact Name, Number, Extension, and Fax of person submitting this referral on behalf of the physician: 
 
________________________________________________________________________________________ 
 
Referring Physicians Office Name and Address: 
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