
Please return this completed form and copy of the patient’s most recent eye exam by 

fax or mail.  If you require additional Consultation Request Forms, please call.

Diagnosis/Cause of Vision Loss

Visual Acuity:  OD                       OS                                                                                           

Patient’s name                                                                                      

Address                                                                                         City/Zip 

Phone                                                                                   Date of birth 

Signature 

Doctor’s name                                                                                                                NPI #                               

Address   

Phone                                                                           

C O N S U L TAT I O N  R E Q U E S T  F O R M              

C L I N I C  L O C AT I O N S

 
Chicago 

1850 W. Roosevelt Rd. 
Chicago, IL 60608                    

 
 

 

Flossmoor
Ingalls Family Center

19550 Governors Hwy.
Flossmoor, IL 60422  

Glenview 
222 Waukegan Rd. 
Glenview, IL 60025                   

Northwestern Memorial 
Dept. of Ophthalmology, Galter Pavilion  

675 N. St. Clair, 15th Floor 
Chicago, IL 60611                  

         
Tradewinds 

3198 E. 83rd Pl. 
Merrillville, IN 46410                

(Required for consult) 

  Near Tasks (reading printed materials, seeing checkbook & bills)
  Distance Tasks (seeing street signs, faces, & television)
  Photophobia (indoor and outdoor glare) 
  Mobility
  Vocational  
  Other 

The Chicago Lighthouse  
Low Vision Clinic

1850 W. Roosevelt Rd. | Chicago, IL 60608                    
Tel: (312) 997-3686 | Fax: (312) 997-3663

The Chicago Lighthouse  
Vision Rehabilitation Center

222 Waukegan Rd. | Glenview, IL 60025                   
Tel: (847) 510-6200 | Fax: (847) 729-2207

N  RTH

  Patient will call for appt.       CLH to contact patient for appt.       Appt. already made

    Preferred location:
Chicago    Glenview    Flossmoor    Northwestern Memorial    Tradewinds, IN


	Patients name: 
	Address: 
	CityZip: 
	Phone: 
	Date of birth: 
	DiagnosisCause of Vision Loss: 
	Visual Acuity OD: 
	OS: 
	undefined: 
	Doctors name: 
	NPI: 
	Address_2: 
	Phone_2: 
	Near Tasks: Off
	Distance Tasks: Off
	Photophobia: Off
	Mobility: Off
	Vocational: Off
	Other: Off
	Patient Will call for apt: Off
	CLH to contact patient for appt: Off
	Appt: 
	 already made: Off

	Chicago: Off
	Flossmoor: Off
	Glenview: Off
	Northwestern Memorial: Off
	Tradewinds, IN: Off


