The Eye Bank
of Kentucky

9115 Leesgate Road, Suite A, Louisville, KY 40222
(502) 290-5330

For Office Use Only

Tissue ID# Request#

Surgery Request Form

Patient Name:

First Last
Address:
Street City State Zip Code
Age/Race/Sex: 1 / Phone:
Birth Date: Patient ID #:
Surgeon: Dr's Contact:
Hospital/Surgery
Center: Surgery Date:
P.O.#: Surgery Time:
Diagnosis:
Procedure: K 'Whole Shell Sclera 01/2 Shell Sclera
Dther:
Eye: Pre-Surgical Visual Acuity: OD oS
ABO?:
Other Special Requests:

Fax this sheet to the Eye Bank@ (502)653-5744 or Email to distribution@ebky.org
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