
  
Consultation Request Form 
Please Fax to 717-233-5715 

Attn: Front Desk 
 

Patient Name : _______________________________________________________ 
 
DOB : ___________ Insurance(plan and ID) :______________________________ 
 
Date of Appointment : ________________ with Dr. Ernst Dr. Mishra 

(circle one)  
Please Complete the following and return form for Dr. Ernst or Dr. Mishra to review 
prior to patient’s arrival at our office.  Thank you.  
 
Date of Exam: _________________ 

 
Visual Acuity OD ______ OS _______ 

 
IOP OD ______ OS _______ 

 
Pertinent Exam Findings/Diagnosis/Reason for Consultation :  
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
______________________________________________________________________________ 
 
Requesting Doctor Name and Signature: _____________________________________________ 
Office Name and Address: ________________________________________________________ 

   _________________________________________________________ 
Phone:_________________________ Fax: _______________________ 
 

 
For Internal Use Only: 

❏ Received by: ___________ Date: ____________ Doctor Reviewed: _____________ 

 


