
CureSight Monitoring Center: (888) 404-7417 

CureSight Monitoring Center Fax: (844) 596-2161 

CURESIGHT™ REFERRAL FORM 

Patient Details 

First Name: ______________ ____ ________________ Last Name:  _______ _______________________________ __ 

Gender:      Male /      Female /     Other: ________________ Birth Date (MM/DD/YYYY): ______________________ 

Primary Contact: 

Parent / Guardian (Full name): ____________________________ Phone number: ____________________________ 

Email: ______________________________ 

Address: 

Street: _____________________________________________________________ Apt. _______________________ 

City: ___________________________State: ______________________ Zip Code: ___________________________  

Secondary contact details (Optional): 

Parent / Guardian (Full name): ____________________________ Phone number: ____________________________ 

Email: ______________________________ 

Patient Type: 

     Insured - Must provide insurance card, and patient’s last visit notes (preferred) 

     Cash-pay 

Clinical Information 

I am the treating physician for and have examined the above named patient and am referring to the CureSight 

amblyopia treatment program based on my examination as indicated below: 

Amblyopic Eye Indicated for Treatment :       Right Eye (OD)   /      Left Eye (OS) 

Patient ICD-10 Diagnosis Code:  

Failed Treatment History:      None (naive) /      Patch /       Atropine 

Distance Visual Acuity: 

Unit:      Feet /      Other: __________________ ____ ____ ___ 

Right Eye (OD):  ____________ Left Eye (OS): ____________ 

Ordering Physician Information 

Practice Name: _________________________________________________________________________________ 

Eye Care Provider First Name: _______________________ Last Name: ___________________________________ 

Date (MM/DD/YYYY): _____________________________   Signature: ____________________________________ 

Please submit this form by FAX: (844) 856-2161 or email: curesightreferral@notalvision.com

NS-01203-R05 Confidentiality and Security Instructions for Handling this Form: 
IMPORTANT: This form contains confidential information, some or all of which may be protected health information as defined by the federal Health Insurance Portability & Accountability Act (HIPAA) 
Privacy Rule. Only personnel directly involved in patient care, CureSight amblyopia treatment or authorized by BAA may view this document. The information contained herein must be used solely for 
treatment-related purposes, treatment complaince and/or treatment monitoring. Only personnel directly involved in patient care or authorized by HIPAA may view this document. Store this form in a 
locked and secure environment when not in use. Shred or use a secure disposal service to destroy this form, ensuring patient information cannot be recovered. Unauthorized use or disclosure of 
patient details may lead to legal penalties. Use only encrypted email, secure fax, or HIPAA-compliant EHR systems to transmit this form securely. 

H53.00 Unspecified amblyopia H53.02 Refractive amblyopia H53.03 Strabismic amblyopia 

     H53.001...right eye (OD)    H53.021...right eye (OD)    H53.031...right eye (OD) 

     H53.002… left eye (OS)    H53.022...left eye (OS)    H53.032...left eye (OS) 
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