VISION EYE INSTITUTE NORTH ADELAIDE

Date:
Referred to Dr:
Appointment date:

Appointment time:

PATIENT DETAILS

Name:
Address:
DOB:

Reasons for referral:

BCVA:

Refraction:

Contact phone no:

REFERRING PRACTITIONER

Practitioner name:
Practice name:

Practice address:

Contact phone number:

Practice email:

DOCTORS

Dr Paul Athanasiov

Cataract Surgery, Refractive Surgery,

Glaucoma, Cornea, Pterygium

Dr Simone Beheregaray

Cataract Surgery, Refractive Surgery,

Cornea, Pterygium

Dr Soo Khai Ng

Cataract Surgery, Glaucoma,
Medical Retina, Pterygium

Dr Tiger Zhou

Cataract Surgery, Glaucoma,
Diabetic Retinopathy, Medical Retina,
Pterygium, General Ophthalmology
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Vision Eye Institute North Adelaide
226 Melbourne Street, North Adelaide SA 5006
T:(08) 82390118 F:(08) 82390188
E: northadelaide@visioneyeinstitute.com.au
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