
 Date: _____________________ 

 Appt. Date / Time: _____________________ 

 ❑  Please contact patient to schedule 

 Patient: 

 DOB: 
 Primary Phone: 
 Secondary Phone: 
 Email: 

 Insurance: 
 Member ID: 
 Private Pay:  ❑  Yes  ❑  No 
 Primary Diagnosis: 
 Dilation Risk:  ❑  High  ❑  Low 

 Referring Provider: 
 Provider NPI: 
 Provider Phone: 
 Provider Fax: 
 Provider Signature: 

 Humphrey Matrix FDT Visual Fields 
 ❑  10-2 Full Threshold  OD  OS  OU 

 ❑  24-2 Full Threshold  OD  OS  OU 

 ❑  30-2 Full Threshold  OD  OS  OU 

 ❑  10-2 Screening  OD  OS  OU 

 ❑  24-2 Screening  OD  OS  OU 

 ❑  30-2 Screening  OD  OS  OU 

 Posterior Segment OCT 
 ❑  RNFL and ONH Analysis  OD  OS  OU 

 ❑  Guided Progression Analysis (3+)  OD  OS  OU 

 ❑  Macular Thickness Analysis  OD  OS  OU 

 ❑  Macular GCA  OD  OS  OU 

 ❑  HD 5 Line Raster  OD  OS  OU 
 ❑  Macula 
 ❑  Optic Nerve 
 ❑  Other/Dx: ______________ 

 Retinal Photography 
 ❑  200* Optos  OD  OS  OU 

 ❑  45* Macula  OD  OS  OU 

 ❑  45* Optic Nerve  OD  OS  OU 

 ❑  45* Posterior Pole  OD  OS  OU 

 ❑  20* Macula  OD  OS  OU 

 ❑  20* Optic Nerve  OD  OS  OU 

 ❑  20* Other/Dx:__________________  OD  OS  OU 

 Other 
 ❑  Pachymetry  OD  OS  OU 

 ❑  External Photography  OD  OS  OU 
 ❑  Lids 
 ❑  Conjunctiva / Sclera 
 ❑  Cornea 
 ❑  Iris 
 ❑  Lens 
 ❑  Other/Dx: _______________ 

 Referring Physicians please fax the following: 
 ✔  Copy of pa�ent’s insurance cards, front and back 

 ✔  Pa�ent demographics and / or copy of Driver’s 
 License 

 ✔  Any diagnosis pertaining to requested tes�ng with 
 physician’s signature. 

 ✔  Summary le�er for clarifica�on if necessary 

 Blue Valley Vision of Overland Park on 135th 
 Ocular Diagnostics Department  P: 913-681-2624 
 8641 W. 135  th  Street  F: 913-681-2628 
 Overland Park, KS  66223  www.bluevalleyvision.com 


