
 

MAB-Mackay 292E-2021-004 
Medical 

Timbre d’adresse 

REFERRAL FORM 

Information on the eye condition 
REHABILITATION CENTRE ADMISSIBILITY CRITERIA 

Persons eligible to receive vision rehabilitation services must satisfy two specified criteria: 

 be diagnosed with an ocular pathology or neuro vision pathology (e.g. homonymous hemianopsia) 
by a vision specialist; 

 experience significant difficulties in executing one or more life habits as a result of their visual 
impairment 

Name       Given name       

Address       

      Postal Code       

Tel : Home       Work       Cell       

Date of Birth       /      /        

 year month day  

RAMQ       Expiration Date      /      /      

     year/month/day 
 

1. Date of last eye exam:      /      /       

year month  day 

2. Diagnosis :  O.D.                

O.S.                

3. Best distance visual acuity (with ophthalmic correction): 

O.D. :        O.S.       O.U.         

4. Refraction  O.D. :        O.S.        

 

5. Peripheral visual fields (include  a copy of visual fields examination, if possible): 

O.D. horizontal :        O.S. horizontal :         

 Vertical          Vertical          

 

6. lntraocular  pressure: O.D :        O.S.       mm Hg         

 

7. Other test results, if applicable  (ex.: electrophysiological results) and comments: 

      

      

 

Name of vision specialist:              ☐ MD          ☐ OD 

      (capital letters) 

Address :               

 

Telephone :          Ext :         

 

Signature :          

 

Date of report :       /       /        

  year  month  day  
 

Should the person meet our eligibility criteria, please forward this report by either mail or fax to 

Centre de réadaptation Lethbridge-Layton-Mackay 

Service AEO 

3500 Decarie Blvd       Montréal (Québec) H4A 3J5            Tel. :514-488-5552 Fax : 514-488-8132 


