Primary Eye Care Provider:

Location:

Phone/FAX:

Contact:

Patient:

Age: ___ Date of Birth:

Address:

City/State/Zip:

Asheville ega Associates
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Assessment/Comments:

Recommendation of Consultation for: O Cataract

U Retina

O Plastic
Asheville Eye Associates a
Katy Farlow a
Director of Marketing a
8 Medical Park Drive, Asheville, NC 28803 a
Western Carolina Retinal Associates a
21 Medical Park Drive, Asheville, NC 28803 a

828 - 258 - 6166
877 -EYE - AVLE
393 - 2853
FAX: 828 - 210 - 2681

Thomas L. Beardsley, M.D.
Edward K. Isbey lIl, M.D.
Robert E. Wiggins Jr., M.D.
William L. Haynes, M.D.
Brian E. Smith, M.D.
Jeffrey B. Goldstein, M.D.

4 YAG Laser U Pediatric/Neuro
U Right Eye 4 Multi-focal Lens
O Left Eye d Glaucoma

0 W. Copley McLean, M.D.
U W. Zachery Bridges, M.D.
d Cameron M. Stone, M.D.
O Damien C. Macaluso, M.D.
O Alice L. Bashinsky, M.D.
O James D. Crandall, M.D.
O Frank A. Killian, M.D.



