
Referral Form 
Phone (623) 249-7589 • Fax (623) 889-2452
EyeCareTeam@summiteyesurgeons.com

Date Faxed:_________________ 

PROVIDER INFORMATION: 

Referring OD’s Name:_____________________       Contact Name:______________________ 

Phone #: ________________________         Fax #: _________________________ 

PATIENT INFORMATION: 

Patient Name: __________________________     DOB: _______________________ 

Phone #: ________________________ 

Medical Insurance Plan: (We will be billing the patient’s medical insurance) 

Primary Coverage: _____________________     Secondary Coverage: ____________________ 

Diagnosis: ___________________________ 

APPOINTMENT INFORMATION: 

Appointment Date: ____________________   Time: ______________________ 

PLEASE SEND MOST RECENT EXAM NOTE WITH REFERRAL 

Mark this box if you would like our office to call and schedule the patient 

SURPRISE 
12647 W. Smokey Dr.
Building F Suite 115 

85378 

SCOTTSDALE 
14256 N. Northsight Blvd. 

Suite 120 
85260 

CHANDLER 
595 N. Dobson Rd 

Suite A-15
85224 
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