
11/2021

REFERRAL FORM FOR CHILDREN 

EMAIL: registration@clevelandsightcenter.org 
FAX: (216) 649-0620 

QUESTIONS? CALL (216) 791-8118 

DATE:  ____________________ 

REFERRING AGENCY / DOCTOR:  _________________________________________________________________________ 

REFERRANT CONTACT PERSON NAME:  ___________________________________________________________________ 

PHONE NUMBER:  ____________________________________ EMAIL:  ___________________________________________ 

FAX:  _______________________________________ 

CHILD’S NAME: _____________________________________________________ MALE: _________ FEMALE: _________ 

DATE OF BIRTH:  _____________________________  EIDS# _________________________________ 

PARENT/GUARDIAN NAMES: 

MOTHER:  ____________________________________________ FATHER:  ________________________________________ 

OTHER GUARDIAN: ____________________________________________ RELATIONSHIP: __________________________ 

ADDRESS:  _______________________________________________________ CITY: ________________________________ 

STATE / ZIP CODE:  ________________________________ COUNTY: ____________________________________________ 

FAMILY/GUARDIAN PHONE NUMBERS:  ____________________________________________________________________ 

 ___________________________________________________________________ 

VISION DIAGNOSIS AND CONCERNS (and ADDITIONAL MEDICAL CONDITIONS): 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________ 
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