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Low Vision Examination Referral Form 
Jennifer Wood, OD, FAAO 

Patient Information 
Name: 
 

DOB: Phone: 

Street Address: 
 
City: 
 

State: Zip: 

 
Alternate contact (if needed) for us to call and set up an appointment 
Name: 
 

Phone: 

Relationship to Patient: 
 

 
Referring Physician/Provider 
Name: 
 

Phone: Fax: 

Date of last eye 
exam: 
 

Best-corrected visual acuity: 
 

OD_________________ OS_________________ 
 

Signature: 
 

 
To assist in caring for your patients, please include current clinical notes or patient 
records. This allows us to avoid repeating services. 
 

 
Please send this completed form with any pertinent records to: 

Fax: 737-253-8333 
OR 

Email: hello@luminovision.com 
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