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Request for Appointment
PLEASE FAX FORM AND ANY PHYSICIAN NOTES/LETTER AND DIAGNOSTIC TESTS TO 616.252.5744

Date: ___________________________________ 

Patient Information 

Last Name: ________________________________________________  First Name: __________________________  Middle Initial: _______  

Sex:  m M    m F     ________________________________________________________

Home Phone: (           ) ___________________   Work Phone: (           ) ____________________   Cell Phone: (           ) ____________________ 

Address: ___________________________________________________ City: ________________________________   Zip: ____________

Emergency Contact: _____________________________________  Relationship: _______________  Phone: (          ) _____________________

Primary Care Physician:________________________________________________________________________________ m DO    m MD
(First and Last Name)

Primary Insurance: ____________________________________________________________ Policy #: ______________________________

Secondary Insurance: __________________________________________________________ Policy #: ______________________________

Interpreter Needed: m Yes   m No    If yes, indicate language:  ________________________________________________________________

Appointment Information

Office Location:  m Wyoming      m Rockford

Appointment Preference:  m AM      m PM            m Monday      m Tuesday      m Wednesday     m Thursday     m Friday 

Reason for Referral (diagnosis): ________________________________________________________________________________________

Referring to:  m Douglas Doyle, DO      m Paul Brown, DO            m Matthew Borr, DO

Referring Physician: ____________________________________________________________________________ m MD    m DO   m OD

Address:  ________________________________________________________________________________________________________  

Phone: (          ) _____________________   Fax #: (          ) _____________________   Contact Person: ________________________________

Do you want to:

CO-MANAGE:  m Yes      m No   See patient for FINAL REFRACTION:  m Yes      m No

OFFICE USE ONLY
Appt scheduled for:  ____________________ at_____________________ with Dr. _______________________________________________

in the ___________________________________ office        Faxed to office on ________________________ by________________________

Notice: This fax is intended only for the use of the addressee and may contain privileged or confidential information which is exempt from disclosure under 
application law. If you receive this fax in error, yoiu are hereby notified that any distribution or copying of this fax is strictly prohibited.

METRO HEALTH OPHTHALMOLOGY
4685 Belding Road  |  Rockford, MI 49341
2221 Health Dr. SW, Suite 1100  |  Wyoming, MI 49519
p 616.252.5702  |  f 616.252.5744  |  metrohealth.net
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