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O Glaucoma O Macular Degeneration/ Drusen
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Hours: Monday - Friday K /
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fSPECIAL INSTRUCTIONS:

Ref Providers: Please fax this referral to 626-332-1808.
Patients: Please call 626-332-1888 to make an appointment. Please make
sure to bring photo ID and current insurance card .

We accept PPO, Medicare, Medi-Cal and all major insurances.
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