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Patient Referral From Dr ____________________

Patient’s Name: ______________________________________________________________________
Date of Birth: ___________ / ___________ / ____________
Address: ________________________________________________________________________
Insurance: ________________________           Member ID : ___________________________ 
Phone number: ___________________   email:___________________________@__________________

Referral for: __________________________________________________________________________
Testing needed: _______________________________________________________________________
Diagnosis/es                 OD __________________        OS  ____________________
Visual Acuity: cc / sc    OD __________________        OS  ____________________
IOP:  	  	            OD __________________        OS  ____________________
Clinical History: ____________________________________________________________________________________ 
__________________________________________________________________________________________________________________________________________________________________________
[bookmark: _GoBack]

Referred by    _________________     Phone number:   ______________________
         Appointment Info    


        Appt. scheduled on   Date / Time     ___________________________________________
         Patient will be contacting ECC LTD to schedule their appointment 


ourpatients@myeccltd.com
www.myeccltd.com

1250 W Lake Street	8525 S Harlem Avenue	6300 Kingery Highway
Addison, IL	Burbank, IL	Willowbrook, IL				
60101	60459	60527
Tel/Text: (630)543-0607 	Tel/Text: (708)599-0050	Tel/Text: (630)969-2807	
Fax: (630)280-3033  	Fax: (708)599-1099	Fax: (630)969-2894  
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