
 

Referral to Eye Department 
P:503-227-0573  
F: 503-227-0509 

Email: hello@eyedepartment.com 
 
Patient First Name: ________________________   
 
Patient Last Name: _________________________ 
 
Patient Date of Birth:________________________ 
 
Phone Number: ____________________________ 
 
Parent/Guardian Name (if patient under 18): __________________ 
 
Primary Medical Insurance (Group # and member ID#): 
_______________________________________________________ 
_______________________________________________________ 
 
Primary Vision Insurance (Group # and member ID# if known): 
_______________________________________________________ 
_______________________________________________________ 
 
Secondary Insurance (if applicable) :________________________ 
________________________________________________________ 
 
Primary Complaint/Diagnosis: _________________________________ 
____________________________________________________________ 
____________________________________________________________ 
____________________________________________________________ 
Date Onset: _________________________________ 
 
Other Notes: 
____________________________________________________________
____________________________________________________________ 
____________________________________________________________ 
 

Eye Department  
921 SW 16th Ave 
Portland, OR 97205 


