
RETINA 
VITREOUS 
CONSULTANTS 

 
 

FAX REFERRAL FORM 
PHONE: (412) 683-5300      (800)456-4393 

FAX: (412) 349-8655 
 
TODAY’S DATE: _____________    TIME___________         CONSULT         TESTING  ONLY                       
 
PATIENT LAST NAME: _____________________________ FIRST NAME: ________________  
 
DATE OF BIRTH: ______/_______/_________ DAYTIME TEL #:________________________ 
 
EVENING TEL #: __________________________________ CELL #: _____________________  
 
ALTERNATE CONTACT: ___________________________ ALTERNATE TEL# ____________ 
 
INSURANCE: _____________________________________SS#: ___________________________ 
 
REFERRING DOCTOR: ______________________ LOCATION: __________________________ 
 
PHONE #: _____________________________ FAX #: ___________________________________ 
 
REASON FOR REFERRAL: 
________________________________________________________________________________ 
________________________________________________________________________________ 
________________________________________________________________________________ 
 
                                RE                        INDICATE AREA OF CONCERN                       LE 
 
 
 
  
  
 
 
 
 
 
 
 
IN WHICH OFFICE WOULD YOU LIKE THE PATIENT SEEN?  
 
MONROEVILLE           BETHEL PARK           CRANBERRY            JOHNSTOWN         
 
   ALTOONA            WEST VIRGINIA 
 
HOW SOON WOULD YOU LIKE THE PATIENT SEEN? ____________________________ 
 
       YOUR OFFICE WILL RECEIVE A FAX BACK CONFIRMING THE APPOINTMENT. 
---------------------------------------------------------------------------------------------------------------------------------- 
                                                                            RVC USE: 
 
 DATE RECEIVED: ___________ APPOINTMENT SCHEDULED_______________________ 
 
OFFICE:  MON  BP  CB  JT  ALT  WV           PHYSICIAN: _____________ INITIALS: ________ 
 

 ROBERT L. BERGREN, M.D. 
 P. WILLIAM CONRAD, M.D., PHD. 

JARED E. KNICKELBEIN, M.D., PHD. 
PHOEBE L. MELLEN, M.D. 

KARL R. OLSEN, M.D. 
SAMIR N. PATEL, M.D. 

DEEPAM RUSIA, M.D., M.B.A. 
SHRIPAAD Y. SHUKLA, M.D. 

 AVNI P. VYAS, M.D. 
 
 

  
PITTSBURGH AREA, PA. 

 
300 OXFORD DRIVE 

SUITE 300 
MONROEVILLE, PA 15146-2357 

 
2000 OXFORD DRIVE 

SUITE 670 
BETHEL PARK, PA 15102-1827 

 
CLOVERLEAF COMMONS 

51 DUTILH ROAD 
SUITE 200 

CRANBERRY TWP., PA 16066-4149 
 
 

JOHNSTOWN, PA. 
 

OAKRIDGE EAST PLAZA 
SUITE H 

969 EISENHOWER BLVD. 
JOHNSTOWN, PA 15904-3326 

 
 

ALTOONA, PA. 
 

BLAIR MEDICAL CENTER 
SUITE C 200 

501 HOWARD AVENUE 
ALTOONA, PA 16601-4812 

 
 

TRIADELPHIA, WV. 
 

THE HIGHLANDS 
221 Cabela Drive 

TRIADELPHIA, WV 26059-1022 
 

 
PHONE: (412) 683-5300 
 (800) 456-4393 
FAX: (412) 349-8655 

 
www.retinapittsburgh.com 

                           
             . 

 
              . 


