
 Today’s Date: ____________________ 
To assure that we provide you with the best possible care, we are referring you to Eye Physician Associates for further evaluation/treatment 

 
 
 
 

 
PHONE: 414-928-2020        FAX:  414-210-3402 

To see:        ❑ Charles B. Yang, M.D.    ❑ Rosemarie M. Brueggeman, M.D.               ❑  Marc D. Hirsch, M.D. 
❑ Robert Bjerregaard, M.D.  ❑ Andrew Zolot, M.D.    ❑ Dale R. Buettner, O.D.      ❑  Emy Lutchka, O.D. 

 
 

Please bring this form with you on the day of your appointment. 
Appointment: ❍  Needs to be scheduled: Needs to be Scheduled:  ❑ ASAP    ❑  2 – 3 Days 

❑  1 – 2 Weeks  ❑ 2  -  4 Weeks      ❑  Other: ________________ 
 

        
Patient Name:_____________________________Telephone#:____________________ DOB__________________ 
 
Address:______________________________________________________________________________________ 
 
Medical Insurance______________________________________________________________________________                 
(Insurance Name, ID #) 
 
Referral Reason: _______________________________________________________________________________ 
         
 
Most Recent Refraction: 
  
Date: __________     OD______________________20/______   OS______________________20/______ 
Probable Diagnosis (if known): 
 ❑ Diabetic Retinopathy ❑ Glaucoma/Glaucoma Suspect ❑ Macular Degeneration ❑ Cataract 
 ❑ Vascular Occlusion ❑ Posterior Capsule Haze  ❑ Corneal Problem ❑ Retinal Tear 
 ❑ Other____________________________________________  
  
Ophthalmic Service options: (check all that apply): 
    ❑ Corneal Topography    ❑ Spectral Domain OCT Nerve Fiber Layer  ❑ Visual Fields   
 ❑ Corneal Pachymetry    ❑ Spectral Domain OCT Macula    ❑ B Scan Ultrasound 

❑ Other___________ 
                                                                                                                 
    Procedure: 

❑ Cataract Surgery   ❑ Selective Laser Trabeculoplasty                                                                                                
❑ Yag Laser Capsulotomy  ❑ Glaucoma Surgery 
❑ Corneal Transplant                                                      
❑ LASIK/Refractive Surgery  
❑ Laser Peripheral Iridotomy                         

        If tests are required copies will be sent.    
 
                            

 

 
OPHTHALMIC SERVICES REFERRAL FORM 

        
      Referring Doctor:___________________________________ Phone #:_______________________________  

 

❑ Greenfield Loomis Crossing 
4300 W. Layton Ave Suite 100 

Greenfield WI 53220 

❑Mequon Office 
1249 W Liebau Rd Suite 102 

Mequon, WI 53092 

❑ Oak Creek Office 
8375 S. Howell Avenue Suite 204 

Oak Creek, WI 53154 
 



                       
 
 
 
 
 
 
                                 

 
 

 
 

 
 
 
 
 
 
 
  
 

Oak Creek 
8375 W Howell Ave Suite 204 
Oak Creek, WI 53154 

*We are located on the West side Howell Ave-just 
South of Drexel Ave and Woodman’s. We are just 

North of DiCarlo’s Trattoria 

Greenfield Loomis Crossing 
4300 W. Layton Ave Suite 100 
Greenfield WI 53220 
*Located on the Northwest corner of Layton Ave 
and Loomis Rd  

Mequon Office 
1249 W Liebau Rd Suite102 
Mequon WI 53092 
*On the southeast corner of Port Washington Rd and 
Liebau Rd 1.3 miles north of the North Shore 
Cinema 


