
401 MERIDIAN STREET N, SUITE 300
HUNTSVILLE, AL 35801

PHONE: 256-715-3080 FAX: 256-715-4204

For All Referrals: Please fax the patient’s last clinic note. Thank you!

Reason for Referral:

🔲 Thyroid Eye Disease

Please fax the most recent labs: TSH, Free T4, T3, TSI and TRA, if performed.
Please also fax any results of MRI or CT of the head and/or orbits, if performed.

🔲 Non-Surgical Blepharoplasty with AGNES RF

🔲 Non-Surgical Brow Lift with AGNES RF

🔲 Strabismus 🔲 Amblyopia 🔲 Abnormal Vision Screen

🔲 Nasolacrimal Duct Obstruction

🔲 Chalazion, Eyelid lesion, or Dermoid cyst

🔲 Other: _________________________________________________

Referring Doctor: _______________________________________________________________

Phone Number: ___________________________ Fax Number: __________________________

Patient Name: _____________________________________________ DOB: _______________

Guarantor Name: ______________________________ Phone Number: ___________________

Primary Insurance: ____________________________ Policy Number: ____________________

Policy Holder Name: _______________________________________ DOB: ________________

Secondary Insurance: _________________________ Policy Number: _____________________

Policy Holder Name: _______________________________________ DOB: ________________


