
 

FAMILY VISION CARE REFERRAL/CONSULTATION REQUEST AND RESPONSE FORM 

Dr. Gary Sneag  and Dr. Melanie K. Langford 

4310 Genesee Ave, Suite 101, San Diego, CA 92117 

Office: (858) 560-5181 Fax: (858) 560-1926 

 

Patient Name: ________________________________________ Phone: (______) __________________ 

D.O.B.: ________________ Parents’ Name(s):  _______________________________________________ 

Forms give to patient to complete and bring to our office? (Circle one.) YES      /      NO 

When does the patient need to be seen? Within   __________ day(s)  ____________ week(s) 

___________________________________________________________________________________________________________________ 

PART A:  To be completed by referring doctor. 

Date of examination: ________________________ 

Reason for referral and pertinent history: 

 

 

Current glasses prescription (if applicable):  Referring Doctor Address: 

OD:      _________ - ___________ X __________ 20/ ________ _____________________________________________________________________ 

OS:       _________ - ___________ X __________          20/ ________   _____________________________________________________________________ 

  Email:______________________________________________________________ 

_____________________________________________________  P: (__________) __________________F: (_________) ______________________ 

Name of Referring Doctor           

____________________________________________________________________________________________________________________________ 

PART B:  Completed Evaluation/Report by Family Vision Care Doctor 

Date of examination: ______________________ 

Pertinent examination findings: 

 

 

 

Treatment plan: 

 

 

 

 

Thank you for trusting us in the care of your patients. 

 

Gary Sneag, O.D, FCOVD        /          Melanie K. Langford, O.D. 

FULL CONSULTATION REPORT AVAILABLE UPON REQUEST 


