Forms @ Alameda Health System

> Alameda County Medical Center QUODLNTRG:
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.
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[Examination of EyesiVision
Other Services or Diagnosis

ACMC is transitioning to EMR, but the eye clinic is not
ready, yet. Please familiarize yourself with paper exam

Facility Charge - circle one
1 2

forms. e e
- Please write your name down at “Clinician” Please make sure to
- Please plan ahead, the space is limited. Your - Check off the type of “visit” (@left upper corner)
exam form should be concise and legible. - Ex: “initial comprehensive optometry” for
- Please draw fundus lesions in available space. routine exam

- Put the order of Dx code
- Ex: diabetic retinopathy
- Please mark down numbers (1, 2, 3...) in the
order of importance
-Please use open space (@left lower) for CPT/ICD-9
code not listed in the form




Reply for referral from other providers

ALAMEDA COUNTY
MEDICAL CENTER

Highland Campus » Fairmont Campus
John George Psychiatric Pavilion
Ambulatory Healthcare Services

Optometry Clinic at Highland Hospital

1411 E. 31" Street, Oakland CA, 94602 510-437-4474

Date:

To: Dr. Canstiennin
Dept:

Frofi s, =i oD

Subject: Reply for Referral of:
Patient Name:
Birth Date:
Medical Record:
Reason for Referral:

Summary of Examination:

Signature of OD:__ Date: 7
UNIVERSTIY OF CALIFORNIA MEREDITH MORGAN EYE CENTER

Our patients are referred from other providers. We fill
this quick summary report for the referring doctors to
review their patients’ visit. Please keep in mind that

this will most likely be read by non-eye care practitioner.
Please make it

- Concise and clear

- In the order of importance (usually answer to the
referring reason is on the top)

Referring form (from us to other department)

ALAMEDA COUNTY MEDICAL CENTER
Hi armont Campus
o viion: Ambulatory Healicare Services

CONSULTATION REQUEST

CONSULTATION REQUEST DATE

Tracking #

Patient Demographic Information

Patient Name: Last, First MI e DOB Social Security #
B ‘Address o City == State Zip Code
Home Phone A Alternate Phone
Interpreter
Needed: []Yes [JNo If Yes, Language spoken Marital Status
Coverage Type [J CHCN [ Blue Cross
Medi-cal # BiRe [ Alliance [JCMSP  Expiration Date
Medicare # @] Attached (] No Insurance
[] Other Insurance: Subscriber Name Subscriber ID#

Referral Information-Check back of form for instructions on referral guidelines.
Specialty Service Request for Appt _

Location Requested: [Highland [] Fairmont [ Other
Appointment Need:

For Urgent Appoints < 72 hours (MD to MD Consult Only)
PCP Name:

[ Routine < 30 days HGH MD appt:
[ Next available > 30 days Date & Time of appt:

ASAP — within 3 - 14 days

Brief History / Physical

Diagnosis:

MD

CONTACT INFORMATION. Referring Office:

Contact Person Phone #
Fax #

FOR CENTRAL APPOINTMENT USE ONLY
Date Referral Returned

Highland Medical Record Number: __

Date of
Date faxed to clinic:
[J  Date response faxed back to Office If unacceptable contact:
] Required Tests scheduled:

UNABLE TO MEET APPT NEED
Next open appointment:

IF WE DON'T HEAR FROM YOU, WE WILL

REFERRAL COORDINATOR: _ i CONSIDER THIS ACCEPTABLE.

w09.GR 238
Rev. 04103

When we refer our patients to other department
(usually to ophthalmology), we fill out this form. Please
consult your attending about how to fill it out.



FU request form

CLINIC APPOINTMENT REQUEST

History form
I ”\L‘_\\ul)\(’m \“\.! MEDICAL CENTER

OPTOMETRY SERVICES
CONFIDENTIAL MEDICAL HISTORY

An Appointment is requested for Clinic.
With malevel Other

In: Day(s) Week(s) Month(s)
Type of Visit: New/Extended [J Return (Limited)
ACCOUNT NO! Comments:

GN-15 REV. 12/86

We fill this out when we need our patients to come
back and see us.
Please fill out,
“Optometry”
- When (1wk, 1month, etc)
- Reason for FU

Please be specific about the nature of the visit, such as
- Diabetic retinopathy follow up
- Glaucoma follow up (24-2 visual field)
- Plaquenil screening (10-2 visual field)

Please remember to put your signature and date on the
back of the form to prove that you reviewed.




