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www.oculofacialarts.com 

 
REFERRAL FOR OCULOPLASTIC CONSULTATION WITH DR. JEAN-PAUL ABBOUD 

 
Please fax form to 888.201.2396 or email to drabboud@oculofacialarts.com 

For urgent consults, please call the office at 858.356.2647 or Dr. Abboud directly at 858.598.4322 
 
 
PATIENT INFORMATION 
 
Patient Name:  ______________________________________    Date of Birth: ______________________________ 
 
Telephone #:  _______________________________________    Insurance Carrier:  _________________________ 
 
Patient Email:  __________________________________________________________________________________ 
 
 
REFERRING PROVIDER 
 
Name:  __________________________________________   Specialty: ____________________________________ 
 
Practice Telephone #:  ____________________________   Practice Fax #:  _______________________________ 
 
 
LOCATION: 
 

o  DEL MAR      12845 Pointe Del Mar Way, # 100, Del Mar, CA 92014 

o  MURRIETA/TEMECULA    40700 California Oaks Road, #106, Murrieta, CA 92562 

 
 
REFERRED FOR (check all that apply):  
 

o  EYELID EVALUATION (e.g., dermatochalasis, eyelid, ptosis, entropion/ectropion, eyelid retraction, 

eyelid lesion evaluation, eyelid reconstruction after Mohs, chalazion/stye, eyelid laceration, etc.) 

o  BROW EVALUATION (brow ptosis repair) 

o  LACRIMAL EVALUATION (e.g., excessive tearing/epiphora, canalicular laceration, etc.) 

o  FACIAL & ORBITAL EVALUATION (e.g., Thyroid Eye Disease, orbital mass, facial bone/orbital 

fracture, facial paralysis, facial dystonia, temporal artery biopsy, removal of eye, eye socket 

reconstruction, etc.) 

o  COSMETIC CONSULTATION (e.g., cosmetic blepharoplasty, double eyelid surgery, midface lift, 

endoscopic brow lift, etc.) 

o  NON-SURGICAL FACIAL REJUVENATION (e.g., Botox, dermal fillers, Kybella, etc.) 

o  OTHER: _________________________________________________________________________________ 
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