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	Patient

Record Identifier
	Date of Examination
	Unique Patient Number
	M/F
	Age
	Ethnicity

Readcode
	PX Post

Code

First 3 digits
	M/cr GP Practice
	Optom Acc no.
	Px referred

for surgery

Yes / No


	Name of HES
	If, No reason why
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	2.
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	9.
	
	
	
	
	
	
	
	
	
	
	
	

	10.
	
	
	
	
	
	
	
	
	
	
	
	


	Invoice for Payment
	Number 
	Cost

	Consultation 
	                               @ £46.50 each
	

	
	
	

	
	
	

	
	Total
	£ 
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I claim payment for the Cataract Referral Refinement that I have provided which is shown above (and on attached sheet where relevant). I confirm that the information given on this form is true and complete.  I understand that if I provide false or misleading information I may be liable to prosecution of civil proceedings. I understand that the information on this form may be provided to the Counter Fraud and Security Management Service, a division of the NHS Business Services Authority for the purpose of verification of this claim and the preventing, detecting and investigation of fraud.  
Signed:          







                                                                                           
Print name:         




    Date:  …………………………..
	
	Patient

Record Identifier
	Date of Examination
	Unique Patient Number
	M/F
	Age
	Ethnicity

Readcode
	PX Post

Code

First 3 digits
	M/cr GP Practice
	Optom Acc no.
	Px referred

for surgery

Yes / No
	Name of HES
	If, No reason why

	11.
	
	
	
	
	
	
	
	
	
	
	
	

	12.
	
	
	
	
	
	
	
	
	
	
	
	

	13.
	
	
	
	
	
	
	
	
	
	
	
	

	14.
	
	
	
	
	
	
	
	
	
	
	
	

	15.
	
	
	
	
	
	
	
	
	
	
	
	

	16.
	
	
	
	
	
	
	
	
	
	
	
	

	17.
	
	
	
	
	
	
	
	
	
	
	
	

	18.
	
	
	
	
	
	
	
	
	
	
	
	

	19.
	
	
	
	
	
	
	
	
	
	
	
	

	20.
	
	
	
	
	
	
	
	
	
	
	
	

	21.
	
	
	
	
	
	
	
	
	
	
	
	

	22.
	
	
	
	
	
	
	
	
	
	
	
	

	23.
	
	
	
	
	
	
	
	
	
	
	
	

	24.
	
	
	
	
	
	
	
	
	
	
	
	

	25.
	
	
	
	
	
	
	
	
	
	
	
	

	26.
	
	
	
	
	
	
	
	
	
	
	
	

	27.
	
	
	
	
	
	
	
	
	
	
	
	

	28.
	
	
	
	
	
	
	
	
	
	
	
	

	29.
	
	
	
	
	
	
	
	
	
	
	
	

	30.
	
	
	
	
	
	
	
	
	
	
	
	


Optometry Practice Name & Address or Stamp

















	


Practice Accreditation number:                  ESP/











Email to sophia.lapsley@manchester.nhs.uk or fax to 0161 232 8073 on or before 25th day of the month.

