3255-4000 No. 3 Road
| Richmond, BC V6X 0J8

\ ) Tel: 604-821-0202
. ; Fax: 604-270-0327
Email: info@drchengoptometry.com

www.drchengoptometry.com

Vision Therapy Referral

Date:

Referring Healthcare Provider:
Clinic Name:

Tel:

Fax:

Email:

Patient Name:
DOB:

Address:

Tel:

Email:

Referral Reason(s):

Refraction and BCVA (if applicable):
OD: 20/

Os: 20/

Comments/Relevant Exam Results:

Please fax this form to 604-270-0327 or email to info@drchengoptometry.com
Our office will contact the patient. Thank you for your referral.
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