
 

MEDICAL / SURGICAL 
REFERRAL FORM 
 
 
 

 
Fax completed form to: 
Ashland  541-488-5081     Yreka  530-842-5839    
 
REFERRING TO:  (Please indicate)  DATE:____________________  
 
   
 Siskiyou Eye Ophthalmologist  William Epstein, MD  David England, OD 
   (next available appointment) 
      Robert Ewing, MD  Jason Larsen, OD 
 
      Jack Cowley, MD 
  
REFERRING DOCTOR______________________________________________________ 
 
 
PATIENT: Last Name _____________________First Name ________________ MI ______
  
 
Address ________________________________________________________________ 
 
Phone Number _______________________________    Date of Birth _______________
  
 
 
PLEASE SEND A COPY OF THE PATIENT'S REGISTRATION INFORMATION WITH THIS 
FORM  
 
Significant Medical Hx: 
____________________________________________________________________ 
 
____________________________________________________________________  
 
 
  
Visual Acuity: w/correction - OD 20/______    OS 20/______     
 
  
COMMENTS 
____________________________________________________________________ 
 
____________________________________________________________________  
 
 
SIGNATURE ______________________  
 


