
Please fax this form to 262-510-0500 
Ryan N. Vogel, M.D.  

Phone: 262-510-0300
www.RetinaWI.com 

Delafield Office
385 Williamstowne, Ste 101 

Delafield, WI 53018

Patient Referral Form 

Date of Birth:

Phone #: 

Email:

Member ID:

Patient Information 

Name:  

Street Address: 

City/State/ZIP:  

Insurance plan(s):   

Reason for referral:

* Immediately *Within one week
*Within one month * Patient preference
* Other:

Please call the office for urgent referrals. 

Practice Name: 

Fax #: 

OD OS 

When do you want the patient seen? 

Greenfield Office
4131 W. Loomis Rd, Ste 240 
Greenfield, WI 53221

Referring Doctor 

Name:  

Office Address: 

Phone #:
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