
 
REFERRAL FORM 

 
 

Please indicate which office, specialty need & physician requested. 

Dayton Office | 1020 Woodman Dr. Ste 105, Dayton OH 45432 – Phone: (937) 723-7772 

Pediatric & Adult Ophthalmology: ____ Robert T. Bloom, MD    ____ Michael S. Bloom, MD 

​ Retinal:   ____ Jeffrey Bloom, DO   ____ Robert T. Bloom, MD​  

Englewood Office | 8216 N. Main St, Dayton OH 45415 – Phone: (937) 898-2300 

​ Cataract: ____ Jacqueline Erdahl, DO  ____ Carter Tisdale, MD  ____ Marion Powell, MD  

​ General Ophthalmology: ____ Matthew Sprowl, MD​  

Centerville Office | 6683 Centerville Business Pkwy, Dayton OH 45459 – Phone: (937) 723-7772 

Retinal: ____ Jeffrey Bloom, DO   ____ Robert T. Bloom, MD  

Pediatric & Adult Ophthalmology: ____ Robert T. Bloom, MD     

 

 

Patient Information: 

Date: _____________________                             Number of Pages: ______________ 

Patient: ___________________________________________     DOB: ____________ 

Address: 

_____________________________________________________________________ 

Phone:_________________________   Email: ________________________________ 

Insurance: _________________________________     Policy Subscriber: __________ 

ID Number: ___________________________                Group: ___________________ 

Reason for Consultation:  

 

 

 

Referring Physician: ______________________________  Clinic: _________________ 

Address: 

_____________________________________________________________________ 

Phone: _______________________________                  Fax: ___________________ 

Please include a copy of the insurance card, recent exam sheet/notes, and any additional scans with form. 
FAX: (937) 226-9605     


