
TuonnAS A. CruIrA., MD, PC
MIDWEST EYE II ISTIIIUTE

REQUEST FOR CONSULTATIOF{

Patient: D ate of Birth

Requestor of Consultation:

Itequestor's Phone number: FAX #

Dcar Dt. Ciullar,

T anr recrrerslins a Retinal Consultation for the above-named patient. Pleaie evalr.tatc thts pattcnt's

problenr (s) or condition (s) and consider treatmcnt as appropLiate. I look fonvard to rcceivjng yolll'

oi-rilion arrcl advjcc regarding care of this patierrt, and will retiume genet-al eye care [oliowing your

consr-rltation.

Rezrson for consultation: zuGTIT EYE LEF'| EYll (circle one or both)

Diabetic Retinopathy

Mzrculal Edema

Retir"iai Artery Occhision

Retinal Tear

Retinal Detachment

UVEltlS

l\,4anrrl :r r T)eo err errl i 611rYr4vurqr !rvSvrrvr qLl

Macular l{ole

Retinal V:in OcclLrsion

Retinal Hole

Iindnnlrfh eInriti q

'flauma

PVD Epiretinal Membrane

Additio

Signecl

nal comments:

Date of Request:
(Re/brrin g/ Rerlues ti tt.g D o ct or)

Patient has an appointment on I I .at o'cloch.
Please send this form via fax in advance of the patient's scheduled appointment

to fax number (317) BJ7-1898.


