
   
TAC Z. LEE, MD, FACS     JUGINDER K. LUTHRA, MD    MANDY WARD, OD    KAITLYN LUCHANSKY, OD 

BRANDI ROMAN, OD    NICHOLAS FLEBOTTE, OD, FAAO   BRITTANY KAY, OD 
__________________________________________________________________________________________________     
 
8135 Market Street  49126 Calcutta Smith Ferry Rd 314 Penco Road             752 Brookshire Ave, Suite B 2 2nd Ave 
Boardman, OH 44512 East Liverpool, OH 43920  Weirton, WV 26062            Hermitage, PA, 16148  Greenville, PA 
P: (330)758-0900  P: (330)382-0573   P: (304)723-5200             P: (724)347-5665  P: (724)589-5665 
F: (330)758-2790  F: (330)382-1376   F: (304)723-5261             F: (724)347-5706  F: (724)589-5667 
 
 
 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
Additional Pertinent Information: 
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________ 
 
□ CONSULTATION REQUEST Please evaluate, consider treatment, and/or render your opinion regarding this patient’s ocular 
condition. I look forward to receiving your opinion and will resume general eye care following your consultation.  

□ TRANSFER OF CARE: Please evaluate, treat and assume further care for this patient.  

Referring Doctor’s Signature: _____________________________  Referring Doctor: _________________________________ 

Office Phone Number: __________________________________ Office Fax: _______________________________________ 

Please fax all consult requests to the office where you would like the patient to be evaluated at. Thank you. 

CONSULTATION REQUEST 
Date: ________________ 

PATIENT NAME: _______________________________________________________________ DOB: ______________ 

HOME PHONE: ______________________________________ CELL PHONE: __________________________________ 

□Cataract    □Eyelid/Oculoplastics   □Reduced Vision 
□PCO/YAG Evaluation   (Boardman only)   □Diplopia 
□Narrow Angles/LPI   □Dry Eye     □Other: _______________________ 
□SLT     □Red Eye    _______________________________ 
□Glaucoma Evaluation   □Flashes/Floaters   _______________________________ 
□Cornea Evaluation   □Visual Field Defect    
          □Testing Only / No Exam: List Below 
          _______________________________ 
          _______________________________ 
           
Please provide refractive error and BCVA   Any history of contact lens wear?    Yes   /   No  

OD: ______________________________ 20/  Type:  RGP    /     Soft  Multifocal:    Yes   /   No  

OS: ______________________________ 20/  Monovision Yes   /   No  Near Eye:      OD        OS 

For glaucoma consults, please provide any available information such as pre-treatment IOP, most recent IOP, previous 
and current glaucoma meds, C/D ratio, pachymetry, threshold visual fields, OCT scans 


