
Glaucoma Consultants 

Gail F. Scbwartz, \'I.D. A~ilDa P. Jindal, M.D. 
Raya Armaly, M.D. Katherine A. Fallano, M.D. 

GlSl'IC Physicians PavilU~n East 
. Telepbone (410) 825·9225· 6565 N. Charles Street. Suite 302 

Baltimore, l'ID 21204­
Opbt"a1mology· Practice Limited to Glaucoma 

www~glaucomaconsultantsmd.com 

Referring Doctor Phone# Patient's Name 

Address Patient's Phone Number 

Date of Exam Date of Birth 

REASON FOR CONSULTATION 

__Glaucoma ___.Narrow Angles 
__Glaucoma Suspect __NVG 
__Ocular Hypertension __Other (please specify) 

CURRENT CLINICAL FINDINGS 
I 

OD____________ Refraction. OD____________VA 
-05________________ OS 

lOP OD____mm Hg· OS___.:..-mm Hg Time:_______ 

(circle one: Non~contact; Applanation) 

Testing Performed (please include results): _______________________ 


Testing Requested (for visual fields, please indicate working diagnosis)_________ 


A copy of all test results will be sent to referring doctor. 

http:www~glaucomaconsultantsmd.com

