
Order for Occupational Therapy Low Vision Services 

Patient Name: ________________________________________________________________ 
Address: _____________________________________________________________________ 
Phone:  _______________________________  DOB:  _________________________________ 

Referring Physician _____________________________________________________________ 
Address:  _____________________________________________________________________ 
Phone: _____________________________   Fax: _____________________________________ 

Date of last exam: Was this a Low Vision exam?   YES   NO 

Diagnoses: 

Dx 1: 

ICD-10 Code: 

Dx 2: 

ICD-10 Code: 

Dx 3: 

ICD-10 Code: 

Dx 4: 

ICD-10 Code: 

Distance Acuity Near Acuity 
Best Corrected:     Yes   No Best Corrected:    Yes  No 

 OD  OS  OD  OS 

Retinal Findings/Visual Field Testing (Please attach copies of maps/images & keys) 

Fields tested: (circle/highlight)    Peripheral    Central    Testing Instrument:________________ 

Vision Rehabilitation Clinic
Western Michigan University Unified Clinics

1000 Oakland Drive - 4th Floor, Kalamazoo, Ml 49008
Phone: (269) 387-7064 I Fax: (269) 293-3357 



Optics suggested or prescribed: 

Current Eye Medications: 

Other recommendations: 

tith my siŐnature͕ / authoriǌe the aďoǀe indiǀiduaů Ĩor occuƉationaů theraƉy ůoǁ ǀision 
eǀaůuation and treatment͘  

^iŐnature:ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

Wrinted Eame:ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

�ate:ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

Fax completed form to WDh hnified Clinics:  (2ϲϵ) 293-3357 

/nsurance /nĨormation 

Medicare Eumďer: ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

Wrimary /nsurance: ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

/�η: ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ  'rouƉ η:ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

^uďscriďer Eame: ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 

�O�: ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ    ZeůationshiƉ to Cůient: ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

* Please send a copy of the last office visit when submitting this referral, as this is required by some insurance
providers.
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