
Diagnostic Referral Form

Patient Name:                                                                Today’s Date: 
 
Telephone Number: 
 
Diagnosis: 
 
Referring Doctor: 

Referred for: 
 
☐  Consultation                        ☐ Cornea/Glaucoma                         ☐ Cataract 
 
☐  Diabetic Eye Exam             ☐ Vision Correction Surgery (LASIK) 
 
☐ Other: 
 
Please send any testing, Visual Field, or OCT, along with last eye exam.  
 
Patient History: 
 
 
 
 
Appointment Date:                                                       Appointment Time:

Irving: 3100 N. MacArthur BLVD. Irving, Texas 75062  ·  Phone 972-258-6400 

McKinney: 8080 St Hwy 121, Ste 110, McKinney, Texas 75070 ·  Phone 469-242-2020  

Fax 972-479-5286  ·   Official LASIK Surgeon of the Texas Rangers Dedicated Physician Page 

Taj Nasser, MD | Lema Sbenaty, OD | Shabistan Asrar, OD | Rebecca Miller, OD


