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NEURO-VISION EVALUATION REFERRAL FORM 

Date     Patient’s Name        Age 

Referred by     Parent’s Name (if applicable) 

Address     Address 

City     State         Zip     City      State  Zip 

Phone     Phone 

Email     Email 

Reason(s) for Referral: 

� Post-trauma/concussion vision 

evaluation  

� Reduced visual acuity 

� Double vision 

� Tracking problems 

� Avoids reading/difficulty with near work 

� Binocular vision disorder 

� Strabismus 

� Amblyopia 

� Visual discomfort or headaches 

� Light sensitivity 

� Vestibular problem  

� Visual field loss  

� Other: _______________________ 

Patient Symptoms and History: 

I grant permission for the Neuro-Vision Therapy Institute and any other practitioner involved in my care to 

exchange information concerning my case history, results of examination, diagnoses, treatment, etc. I give 

permission to have this information sent to Neuro-Vision Therapy Institute so that their office can contact me to 

schedule a Neuro-Vision evaluation.  

Patient/Parent Signature Date 


