OPHTHALMOLOGY REFERRAL FORM





Optom Form A


	To: Usual GP, Dr      
	Date      

	PATIENT DETAILS:
	
	

	SURNAME      
	Title      
	First Name      

	Address      
                   
                   
                   
                   
	DOB         

	
	Telephone 

	
	Home:       
Mobile:      


	The patient has been asked and consents to their information being shared between those involved in their care.  FORMDROPDOWN 



	Vision
	SPH
	CYL
	AXIS
	PRISM
	BASE
	Visual 

Acuity
	Pin-

Hole
	Previous VA Date
	Near Add
	Near VA

	RE     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     

	LE     
	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


	Disc Appearance  RE      
	                                                    
	LE         


	Intra Ocular Pressures 
	RE      
	LE      

	Instrument  FORMDROPDOWN 
                                 Time      

	Field Defect      
Please attach copies of visual fields with referral
	RE  FORMDROPDOWN 
   
	LE  FORMDROPDOWN 
   


	Enclosures
	 FORMDROPDOWN 

	
	


DIAGNOSIS / REASON FOR REFERRAL:
Is this patient already under the care of an Eye Clinic?  FORMDROPDOWN 

	     


PRIORITY:    FORMCHECKBOX 
URGENT (within 4 weeks)  /   FORMCHECKBOX 
ROUTINE (within 12 weeks)

If priority is not indicated then the referral will be treated as routine

PLEASE SELECT ONE MOST URGENT CLINIC TYPE: -
	
	ADULT CLINIC TYPES

	CATARACT      FORMCHECKBOX 

	PATIENT WISHES TO HAVE SURGERY
	 FORMCHECKBOX 

	NEURO-OPHTHALMOLOGY
	 FORMCHECKBOX 


	CORNEA
	
	 FORMCHECKBOX 

	NOT OTHERWISE SPECIFIED
	 FORMCHECKBOX 


	DIABETIC MEDICAL RETINA
	
	 FORMCHECKBOX 

	OCULOPLASTICS/ORBITS/LACRIMAL
	 FORMCHECKBOX 


	EXTERNAL EYE DISEASE
	
	 FORMCHECKBOX 

	ORTHOPTICS
	 FORMCHECKBOX 


	GLAUCOMA - REPEAT MEASURES UNDERTAKEN   FORMCHECKBOX 

	 FORMCHECKBOX 

	OTHER MEDICAL RETINA
	 FORMCHECKBOX 


	LASER (YAG CAPSULOTOMY)
	
	 FORMCHECKBOX 

	SQUINT/OCULAR MOTILITY
	 FORMCHECKBOX 


	LOW VISION
	
	 FORMCHECKBOX 

	VITREORETINAL
	 FORMCHECKBOX 


	
	PAEDIATRIC CLINIC TYPES

	NOT OTHERWISE SPECIFIED
	
	 FORMCHECKBOX 

	STRABISMUS/OCULAR MOTILITY
	 FORMCHECKBOX 


	ORTHOPTICS
	
	 FORMCHECKBOX 

	
	


To GMP:  Please process this referral with Medical History / Medication
	Name and address of Optometrist/OMP
	GP Practice / GP Name

	     

 FORMTEXT 
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