TRAFFORD PRIMARY CARE TRUST CATARACT SCHEME






           DATE………………….

Name and Address of Optometrist
……………………………………….                                         






……………………………………….






……………………………………….






……………………………………….
Name and  Address of Patient              ……………………………………….







……………………………………….







……………………………………….







……………………………………….

Name and address of patients GP 
……………………………………….







……………………………………….







……………………………………….







……………………………………….

PATIENTS GP IS IN



MANCHESTER PCT








TRAFFORD PCT








(tick appropriate)

I hereby certify that I have

1. Explained the benefits of surgery to this patient and that they wish to proceed

2. Counselled the patient on Choice of hospital for the operation

3. Had the patient sign the referral form to consent to the referral

I claim that appropriate fee for this cataract referral procedure (currently £46.50)

I am aware that the percentage of my referrals proceeding with cataract surgery is being monitored
Signed optometrist………………………………….List no……………………….

Claims to be submitted:
Manchester to




Trafford to

Eileen Rainey




Sarah Andres
Gateway House




2nd Floor, Oakland House

Piccadilly South




Talbot Road
Manchester M60 7LP



Old Trafford 








Manchester  M33 6FS
