
REFERRAL FORM
 Michael Lyons, OD, FAAO, FSLS, IACMM

Megan Fisher, OD

7227 Liberty Way, West Chester, OH 45069
T: (513) 779 3937
F: (513) 779 3938
E: info@fpeye.care

REFERRING DOCTOR

Name______________________________ OD/MD

Clinic Name
Phone 

Fax 

______________________________________

______________________________________

______________________________________

DATE: ______________________________________________________

PATIENT INFORMATION

Name 

DOB 
______________________________________ 

______________________________________ 
Phone ______________________________________

_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

Myopia Management Consultation
Scleral Lens Consultation 
Dry Eye Consultation

Other Consultation

Special Testing

Transfer care completely.

I would like to continue care outside of above referrals.

Please include any exam notes when applicable. FAX form and records to (513) 779-3938

PATIENT CARE

REFERRAL REASON

CLINICAL ASSESSMENT


