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Comments: 
This facsimile transmission contains privileged and confidenƟal informaƟon, some or all of which may be protected health informaƟon as defined by the Federal Health Insurance Portability 
& Accountability Act (HIPAA) Privacy Rule. This transmission is intended for the exclusive use of the individual or enƟty to whom it is addressed and contains informaƟon that is proprietary, 
privileged, confidenƟal, and/or exempt from disclosure under applicable law. If the reader of this message is not the intended recipient (or an employee or agent responsible for delivering 
this facsimile to the intended recipient) you are hereby noƟfied that any disseminaƟon, disclosure, or distribuƟon or coping of this communicaƟon is strictly prohibited and may be subject to 
legal restricƟon or sancƟon. If you have received this noƟficaƟon in error, please noƟfy the sender listed above immediately to arrange the return or destrucƟon of the informaƟon and all 
copies. Please advise us on any difficulƟes by calling the number listed above. Thank you. 

NeuroLens Referral Form 
Easy as 1 2 3  
1 – Fill out Step 1 of the form and fax to Price Eye Care at 317-318-1176 
2 – We will reach out to the paƟent to schedule a NeuroLens test and fax 
this sheet back to the referring doctor with the NeuroLens values 
3 – Fax this back to us with the paƟent’s new final Rx with NeuroLens 
values and we will make the paƟent’s glasses 

NeuroLens InformaƟon 
 Rx parameters +/- 5.00 sphere 
 SEG 18+ minimum  
 It is not recommended to test paƟents  

with a history of seizures  
 PaƟent can use their HSA 
 All glasses come with anƟ-reflecƟve 

Step 1 

PaƟent Name: _________________________________________________________________ DOB: ______________ 

PaƟent Address: ______________________________________________ PaƟent Phone: ____________________ 

City: ________________________________________________________ State: __________ ZIP: _________ 

Email: _______________________________________________________ 

Preferred Date to come in:   ◻Monday ◻Tuesday ◻Wednesday       ◻Thursday          ◻Friday 

Referring Doctor: _________________________________________  PracƟce Phone: ___________________ 

PracƟce LocaƟon: _________________________________________  PracƟce Fax: ______________________ 

Last Rx – with Prism and Add if any 

OD: ________________________________________________________     Distant VA 20/______      Near VA 20/______ 

OS: ________________________________________________________     Distant VA 20/______      Near VA 20/______ 

Glasses  Material Add Ons PDs 
□ SV 
□ Progressive 
□ Office/Computer  
□ Over Contact Lenses 

□ Trivex 
□ High Index 1.67 

□ TransiƟons  
□ Polarized 
□ Blue Light Blocker 
 

OD: ____________ 
 
OS: ____________ 

…………………………………………………………………………………………………………………………………………………………………………………………… 

Step 2 – Price Eye Care to fill and fax back           ◻ TesƟng showed PaƟent is not a candidate for Neurolens 

Recommended NeuroLens Value OD: ___________ Base In OS: ___________ Base In 

…………………………………………………………………………………………………………………………………………………………………………………………… 

Step 3 – Final NeuroLens Rx from Referring Doctor       

OD: _____________________________________________________ Prism __________________ Add_________ 
                       Horizontal                 VerƟcal 

OS: _____________________________________________________ Prism __________________ Add_________ 
                       Horizontal                 VerƟcal 

Prescribing Doctor Signature: ___________________________________________________ Date: ______________ 


