
Vitreous Retina Macula Specialists of Toronto 
Bloor Islington Place, 3280 Bloor Street West, Suite 310, Etobicoke, ON, M8X 2X3 

Phone: 647-361-7575 l Fax: 647-361-4585 l www.vrmto.com 

3280 BLOOR STREET WEST, SUITE 310 

ETOBICOKE, ONTARIO M8X 2X3 

PHONE: 647.361.7575 

FAX: 647.361.4585 

EMAIL: REFERRALS@VRMTO.COM 

WWW.VRMTO.COM 

DATE: ___________________________________________ 

PATIENT NAME:  _________________________________________ M / F   DOB: ____/____/______ (mm-dd-yyyy) 

 

 

PLEASE CHECK ALL THAT APPLY:      OD OS       OU

☐ ARMD ☐WET ☐ DRY

☐ CATARACT     ☐ DME  ☐ PDR

☐  CENTRAL SEROUS RETINOPATHY

☐ DIABETIC RETINOPATHY       ☐ MACULAR PUCKER

☐  FLASHES/FLOATERS/POSTERIOR VITREOUS DETACHMENT

☐ HIGH MYOPIA/MYOPIC DEGENERATION     ☐ RETINAL VEIN OCCLUSION    ☐ MACULAR HOLE

☐  RETINAL TEAR/RETINAL DETACHMENT

☐OTHER____________________________________________________

Notes: 

URGENT ☐ NON-URGENT ☐ 

REFERRING PROVIDER: ____________________________________ CLINIC NAME: ________________________________ 

CLINIC EMAIL: ____________________________________  

CLINIC PHONE: ______________________________________   CLINIC  FAX  ___________________________________ 

LICENSE NO:  __________________________________________   OHIP NO:____________________________________ 

ADDRESS: ____________________________________________________________________________________________ 

CELL PHONE: _________________________________   HOME PHONE: __________________________________

EMAIL ADDRESS: ________________________________________ 

OHIP NO: _________________________ VERSION CODE: ______ EXP: ___________

ADDRESS:_____________________________________________________________________________________




