
Patient Name	 Date of Birth

Phone	 Date of last exam	

PLEASE NOTE: Demographics, last progress note and visual fields 
 (if applicable) are necessary in order to schedule a patient.

___________________________________________
Diagnosis

___________________________________________
Physician’s Name 

__________________________________________________________
Address

________________________   ____________________
Phone		                          Fax

Additional Comments:
________________________________________________

________________________________________________

REFERRAL FOR 
LOW VISION SERVICES	

3901 University Blvd. S. #103
Jacksonville, FL 32216
Phone: (904) 389-9989
Fax: (904) 389-1060

BrooksRehab.org
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