
 
 

Referral Form 
SELECT A DOCTOR 
□ Dr Walter Chang  Glaucoma & General Ophthalmology 
□ Dr Ye Chen   Oculoplastics Surgery    

□ Dr Georgia Cleary Corneal Specialist, Cataract & Refractive Surgery 

□ Dr Thomas Gin Medical Retinal Specialist & Cataract Surgery 
□ Dr Trevor Gin               Medical Retinal Specialist, General Ophthalmology & Cataract Surgery 

□ Dr Damien Louis Medical Retinal Specialist 
□ Dr Weng Ng                  Cataract Surgery, Glaucoma & General Ophthalmology     

□ Dr Timothy Steele       Cataract & Refractive Surgery      

□ Dr Jonathan Yeoh       Vitreo-Retinal Surgery      
□ Dr Nandini Singh         Medical Retinal Specialist, General Ophthalmology & Cataract Surgery 
 

PATIENT INFORMATION  
First Name: _________________________________   Surname: ____________________________ 

DR 1        MR 1    MRS 1    MISS 1    MS1    MSTR 1     Date of Birth:________________ 

Street Address:_____________________________________________________________________ 

 
City_____________________________________ State:_______________ Post Code:_____________      
 

Patient Contact Number* _____________________________________________________________ 

Email: _____________________________________________________________________________ 
 

REFERRER’S INFORMATION 
Referrer’s Name/Practice Name: _______________________________________________________ 

Referrer Address:___________________________________________________________________ 

City:__________________________________________State:___________Postal Code:__________ 

Provider No:__________________________ Contact No:___________________________________ 

Referrer’s Email Address for Correspondence:____________________________________________ 

Reason for Referral: 
 


