
PATIENT DETAILS

Name:

Address:

DOB: Contact phone no: Mobile:

Reasons for referral:

BCVA: R PH L PH

Refraction: R L

REFERRING PRACTITIONER

Practitioner name:

Practice name:    Provider no:

Practice address:

Contact phone number: Fax number:

Practice email:    Signed:

VISION EYE INSTITUTE BOX HILL

Date:

Referred to Dr:

Appointment date:

Appointment time:

DOCTORS

Dr Eric Mayer
Vitreoretinal Surgery, Medical Retina, 
Cataract Surgery

Dr Devinder Chauhan
Medical Retina

Dr Daniel McKay 
Cataract Surgery, Ocular Surface & Eyelid, 
Eye Tumours, Medical Retina, General 
Ophthalmology

Dr Elvis Ojaimi
Vitreoretinal Surgery, Medical Retina,  
Cataract Surgery, General Ophthalmology

Dr Andrew Shaw
Cataract Surgery, Diabetic Eye Disease, 
Medical Retina, General Ophthalmology

To City Enter via 
Service Road

Centro Whitehorse
Shopping Centre

(Parking underneath) 
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WE ARE HERE

P P

Vision Eye Institute Box Hill
Level 1, 852 Whitehorse Rd, Box Hill VIC 3128
T: 1800 MACULA / (03) 9890 4333 F: (03) 9890 4666
E: vrie@visioneyeinstitute.com.au

visioneyeinstitute.com.au

PLEASE PRINT COMPLETED  
FORM AND GIVE TO PATIENT 
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