
WA VITAL VISION REFERRAL REQUEST 
10803 SE Kent-Kangley Rd Suite 103, Kent, WA 98030 

frontdesk@wavitalvision.com | P: 206.800.3445 | F: 206.485.2946 

Patient Information: 

Patient Name: Referral Date: 

Date of Birth: Patient Home Telephone:  Patient Alternative Telephone: 

Referring Provider: 

Referring Provider Name: Referring Provider Specialty: 

Referring Provider Telephone: Referring Provider Fax: 

Referring Provider Email: 

Referral: 

 Urgency of Referral:     
Routine                                    Urgent 

 Emergent (must call office directly at 206-800-3445) 

 Reason for Referral: 

How would you like to receive patient updates? 

Email     Fax  Letter 
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