








SCHOOL NURSE

ORTHOPTIC DEPARTMENT

CARDIFF EYE UNIT

UNIVERSITY HOSPITAL OF WALES

To the Optometrist

Child’s Name   ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________

D.O.B.             ____________________________   Serial No: ______________________________

Address: 
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________


 
____________________________________________________________________

School + No:
 ____________________________________________________________________

Tested by:
​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​____________________________________________________________________

Visual Acuity:              Right Eye                         Left Eye     

With / Without Glasses

……………………………………………………………………………………………………………..

This Child has been referred for a full eye examination, following the School Eye Test.  We would be

most grateful if you could kindly complete the form and post it to Alison Hooper, Head Orthoptist, 

Cardiff Eye Unit, University Hospital of Wales, Heath Park, Cardiff  CF14 4XW

......................................................................................................................................................................


Date of Optometrist Test:   ​​​​​​​​​​​​​​​​​​​​​​​_____________________________

Visual Acuity:
Right Eye                    Left Eye

Without Correction:

With Correction:

Refraction:

Outcome:   (Please tick as appropriate)

No Correction Required

Glasses Prescribed – For     Near / Distance / Constant Wear

Existing Glasses Satisfactory

Amblyopia

Strabismus

Other Clinical Findings ​​​​​​​​​​​​​​​​​​​​​​​​​​​​–( including fundus )_________________________________

Signature: ______________________________  Practice Stamp:    

……………………………………………………………………………………………………………..

Date:

VISION AFTER TWO MONTHS: 

Right Eye                         Left Eye     

              With / Without Glasses

REFERRAL TO ORTHOPTISTS 

                YES    /    NO


















For OFFICE USE


TEST NO 58


(Optometrist/Orthoptist)


(Locality = 6 Locality Code = 6666


Examiner = 5)





Please Tick Appropriately





Test Type __________________


Amblyopia         (H530) _______


Hypermetropia  (H520) ________


Myopia              (H521) ________


Astigmatism       (H522) ________


Squint                  (H509) ________


Wears Spectacles


contacts              (2973) ________








