
KEAMY EYE & LASER CENTRE 

REFERRAL WAIVER 
 

 

I am aware that I may need a referral for my visit today with Dr. Keamy. 

It is my responsibility to obtain this referral from my Primary Care 

Physician. If no referral is obtained then the balance for today’s visit is 

my responsibility. 

 

  
 

 

 

 

 

 

 

 

_____________________                   _________________________________________ 
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