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EYE CARE SERVICE REQUEST FORM (ESR) 

 
Facility Staff:  In order to provide eye care services to residents, the following information is required for each resident: 
 

1. Resident name and room number 
2. Nature of the problem to establish medical necessity 
3. If a new patient to West Coast Mobile Eye Care, include insurance information 

 
 
__________________________________________ ____________________________ ________________ 
Person Requesting Exam    Relationship to Patient  Date 
 
Resident Name: _________________________________________             Room #_____________ 
 
New Patient Information:  Social Sec # _______-_______-________ Date of Birth _______/_______/______ 
 
Medicare # ________________________________________                       Medicaid # _______________________ 
  
HMO / Co Ins name _________________________________                      Policy #      _______________________ 
 
____Itching   ____Burning   Problems associated with: 
____Redness   ____Eye Pain   ____Glaucoma 
____Discharge   ____Tearing   ____Diabetes 
____Discomfort  ____Double Vision   ____Hypertension 
____Dryness   ____Blurred Vision   ____Cataracts 
____Eye Medications  ____Loss of Vision   ____Retina/ Macula 
 
____Other   ____________________________________________________________________________ 
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