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Babak Shabatian, M .D.

Diplomate American Board of Ophthalmology

Referral Form
Patient Details Referring Doctor

Patient Name: Name:
Tel No: Address:
Insurance Info:

Tel No:
Insurance Type: I:lHMO or I:lPPO

Fax No:

DIAGNOSIS / REASON FOR REFERRAL

« Cataract Evaluation

« LASIK

« Laser (YAG)

« Retina (Diabetic/Plaquenil AMD) Other

« DryEye
« Glaucoma
« Other

Additional Notes / Comments:




