
P 07 5432 3479 
F 07 3319 6507 
E reception@centrallakeseyeclinic.com.au 
ABN 605 7557 3739 

A Suite 2, Caboolture Private Hospital,  
87 McKean Street, Caboolture QLD 

Dear Dr Anil Sharma,       Date of Referral:_________________________ 

 
Patient Information: 
Name:_________________________________________________________________________ 

Postal Address:__________________________________________________________________ 

______________________________________________________________________________ 

______________________________________________________________________________ 

DOB: _________________________________________________________________________ 

Phone (H)__________________________________ (M) ________________________________ 

 
Please assess this patient regards to: 
Cataracts        Glaucoma 

Diabetes       Macular Degeneration 
Continued Care     Capsular Opacification 

Pterygium      Lid Anomaly 

Anterior Segment     Other __________________________________ 
 
Relevant Details: 
Refraction: R)________________________________ L)__________________________________ 

VA: R)___________________ PH ________________ L)________________ PH _______________ 

IOP: R)__________________ L) _________________ at _____________ am/pm on____________ 

 
Perimetry/Photographs/Other Investigations: 

Attached Emailed Faxed 

Other Details:____________________________________________________________________ 

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________

_______________________________________________________________________________ 

_______________________________________________________________________________ 

Referring Optometrist: 
Optometrist Name:________________________________________ Provider No._____________ 

Location:________________________________________________________________________ 

Signed:_________________________________________________________________________ 

 

PLEASE ENSURE ALL PATIENT DETAILS ARE CORRECT AS WE USE THIS INFORMATION TO BOOK APPOINTMENTS 

mailto:reception@centrallakeseyeclinic.com.au

