
   

   

   
Elizabeth   Crandall,   MD 
   Phone:    (912)   559­2467 

   Fax:    (912)   559­2473 
Web:     www.crandalleye.com 

 

    Main   Office: 
136   West   Cherry   Street 

Jesup,   GA   31545 
Brunswick   Office: 

17   Professional   Drive,   Suite   100 
Brunswick,   GA   31520 

   
REQUEST   FOR   EYE   CONSULTATION 

Date :      __________________ 
Patient’s   Name:   __________________________________________ 
                                             DOB:____________________________________________ 
                                             Phone   Number:_____________________________________ 
                                             Address:__________________________________________ 
                                                                                          __________________________________________ 
Insurance:_______________________________________________ 
Policy/   Group   Number:______________________________________ 
or   please   fax   a   face   sheet   with   above   information 
 

Referring   Physician   Name:____________________________________ 
 

Reason   for   consult:  
🔲   Diabetic   Eye   Exam                        🔲   Glaucoma                  🔲   Family   History   of   Eye   Disease 
🔲   Red   Eye                                                                                    🔲   Cataract                           🔲   Routine   Eye   Exam 
Other:___________________________________________________________
________________________________________________________________ 
 

Urgency:   
🔲   Today   (please   call   office   directly   for   appointment) 
🔲   Urgent   within   the   next   week   
🔲   Within   next   2­3   weeks 
🔲   Next   Available 
 
Patients   Preference   for   days/times:________________________________________ 
 
­­­­­­­­­­­­­­To   be   Filled   Out   by   Dr.   Crandall’s   office   below­­­­­­­­­­­­­­­ 
Physician:       _ Elizabeth   Crandall,   MD      (Ophthalmologist)_ 
Appointment   Date:      ___________________________ 

                                       Time:      ____________________________  
 

🔲      Patient   contacted   and   confirmed   appointment   date   and   time   above 
🔲      Unable   to   reach   patient   for   appointment   after   3   attempts,   please   have   patient   schedule 
with   our   office   as   soon   as   possible 
Other   Comments:_____________________________________________ 
__________________________________________________________ 
 

Fax   Form   to   (912)   559­   2473   for   referral   appointment 
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