DR. JASON HANDZA
Gulf Coast Retina Specialists

Referral Form / Request for Consultation
2055 Little Road

Trinity, FL  34655
Appt. Type: 

( Next Available     ( Within 1-2 weeks     ( Within 1-2 days     ( Today (Please Call)

( Other: Please Specify: ___________________________________________________

REFERRING DOCTOR NAME: ___________________________________________

PATIENT NAME: _______________________________________________________

PATIENT PHONE NUMBER: _____________________________________________
Reason for Referral (Optional):      (Right Eye       (Left Eye       (Both

(Diabetic Retinopathy

(Macular Degeneration

(Macular Edema

(Floaters/Flashes

(Retinal Tear

(Retinal Detachment

(Unexplained Vision Loss

(Other: ________________________________________________________________

Significant Exam Findings (Optional): _______________________________________

________________________________________________________________________

PLEASE FAX TO: 727.862.3023

AND / OR CALL:   727.862.3090

Thank you for your continued trust in our office for your patient’s retinal care.







