
 Louis Cai, MD 
 1210 E Arques Ave Ste 210 Sunnyvale, CA 94085 

 Phone: (408) 540-3559 | Fax: (408) 418-2803 
 CaiRetina.org | louis@cairetina.org 

 Patient Referral Form 

 Name*_________________________________________Date _________________________ 

 Patient  Email ________________________________________________________________ 

 Patient Phone* ____________________________________ DOB ______________________ 

 Insurance ____________________Member ID______________________________________ 

 Visual Acuity: Right Eye 20/________ Left Eye 20/________ 

 Appointment: ☐ ASAP (Call  408-540-3559  )   ☐ Within  1 Week   ☐ Non-urgent

 Referring Doctor _________________________________ Phone ______________________ 

 Consultation for: 

 ☐ Wet AMD or CNV (R/L) ___
 ☐ Dry AMD (R/L) ___
 ☐ Epiretinal membrane (R/L) ____
 ☐ Diabetic Retinopathy (R/L) ____
 ☐ Macular Edema (R/L) ____
 ☐ PVD/Flashes/Floaters (R/L) ____

 ☐ Retinal Tear (R/L) ____
 ☐ Retinal Detachment (R/L) ____
 ☐ Retinal Lesion (R/L) ____
 ☐ Retinal Vein Occlusion (R/L) ____
 ☐ Uveitis/Iritis (R/L) ____
 ☐ Other ________________________

Fax to: 408-418-2803 or use the secure upload link (Ctrl + Click) 

https://docs.google.com/forms/d/e/1FAIpQLSewsqZZVx5h2u8snmb3_wblIOUOrwCRb_TXOQbLeKb7ogb1gQ/viewform?usp=header

	Other: 
	Name: 
	Date: 
	Patient Email: 
	Phone: 
	DOB: 
	Insurance: 
	Member ID: 
	VA OD: 
	VA OS: 
	Referring Doctor: 
	R/L: 
	PtPhone: 
	Check Box: Off
	Check Box2: Off
	Check Box3: Off
	Check Box4: Off
	Check Box5: Off
	Check Box13: Off
	Check Box14: Off
	Check Box22: Off
	Check Box23: Off
	Check Box24: Off
	R/L1: 
	R/L2: 
	R/L3: 
	R/L4: 
	R/L5: 
	R/L6: 
	R/L7: 
	R/L8: 
	R/L9: 
	R/L01: 
	Check Box15: Off
	Check Box16: Off
	Check Box25: Off
	Check Box20: Off
	Check Box21: Off


