
 
Patient _______________________________________________________________

Referring Doctor _______________________________________________________

Address ______________________________________________________________

Referral form. Please check the appropriate boxes.
	
	  Consultation/Second Opinion 
	  Diabetic Retinopathy 
	  Fluorescein Angiography
	  Fundus Photography 
	  A & B Scan 
	  Cataract 
	  Macular Degeneration
	  Low Vision 
	  OCT (optical coherence tomography)
	  Glaucoma Testing (OBF, VF, Pachy)
	  Laser Vision Correction 
	  Facial Rejuvenation (Botox) 
	  Ophthalmic Reconstructive & Cosmetic Surgery 

Diagnosis: ____________________________________________________________

Comments: ____________________________________________________________

______________________________________________________________________

______________________________________________________________________

Mark Fromer, M.D.
Susan Fromer, M.D.
Brian Brazzo, M.D.
Maayan Keshet, M.D.
Kenneth Schor, M.D.
Anthony Panarelli, M.D.

 Keratoconus (evaluation & treatments)
 Corneal Transplant
 Intacs for Keratoconus
 DSAEK
 Conj Lesion/Pterygium
 Pediatric Ophthalmology
 Strabismus Treatment

109-33 71st Road
Suite 2C 
Forest Hills, NY 11375
Tel: (718) 261-3366
Fax: (718) 261-6773

3130 Grand Concourse
Suite 1J 
Bronx, NY 10458
Tel: (718) 741-3200
Fax: (718) 933-1044

550 Park Avenue
New York, NY 10065
Tel: (212) 832-9228
Fax: (212) 751-9482 

WWW.FROMEREYE.COM 


