Referral / Notification by an Optometrist to a Medical Practitioner


	PATIENT
	
	OPTOMETRIC PRACTICE
	
	GP

	Name:
	     
	
	Name:
	     
	
	 Name:
	     

	DOB:
	     
	
	Address & postcode:
	     
	
	Address & postcode:
	     

	Address & postcode:


	     
	
	
	
	
	
	

	Tel:
	     
	
	Tel:
	     
	
	Tel:
	     


	REASONS FOR REFERRAL:
	



	I have recommended the patient to:
	Recommended course of action:

	 FORMCHECKBOX 
 Make an appointment to see GP
	 FORMCHECKBOX 
 Report directly to Hospital
	 FORMCHECKBOX 
 Investigation/treatment by GP
	 FORMCHECKBOX 
 ROUTINE

	Please note: immediate hospital referrals are for cases of genuine emergency only and are to be referred via the triage service or on-call ophthalmologist.
	 FORMCHECKBOX 
 Refer to Hospital Eye Department
	 FORMCHECKBOX 
 URGENT

	
	 FORMCHECKBOX 
 No action (Information Only)
	

	
	


	Category of Ophthalmic Appointment required:

	 FORMCHECKBOX 
 External eye disease
 FORMCHECKBOX 
 Cornea

 FORMCHECKBOX 
 Oculoplastics / Orbital / Lacrimal

 FORMCHECKBOX 
 Squint / Ocular motility/Orthoptics


	 FORMCHECKBOX 
 Cataract *

 FORMCHECKBOX 
 Laser (YAG capsulotomy) *

 FORMCHECKBOX 
 Oncology

 FORMCHECKBOX 
 Neuro-ophthalmology 
 FORMCHECKBOX 
 Glaucoma *

	 FORMCHECKBOX 
 Diabetic medical retina

 FORMCHECKBOX 
 Wet AMD *
 FORMCHECKBOX 
 Vitreo-retinal

 FORMCHECKBOX 
 Other medical / retina

 FORMCHECKBOX 
 Low vision


	 FORMCHECKBOX 
 Other:  (please specify)       


	* Please Note:  Use direct referral where applicable – see www.glosloc.co.uk for forms & protocols

	Comments:       
                                                                                                                        

	
	Image attached:      FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No

	
	
	
	

	IOP RE:      
	IOP LE:      
	Time:      
	Tonometer:  FORMDROPDOWN 
                                                                                                        

	Disc appearance:       

	Visual Field plot attached:    FORMCHECKBOX 
  Yes     FORMCHECKBOX 
   No                        


	Current Refraction
	Unaided VA
	Sph
	Cyl
	Axis
	Prism
	VA
	Add
	Near VA

	RIGHT
	     
	     
	     
	     
	     
	     
	     
	     

	LEFT
	     
	     
	     
	     
	     
	     
	     
	     


	Previous Refraction

Date:      
	Vision
	Sph
	Cyl
	Axis
	Prism
	VA
	Add
	Near VA

	RIGHT
	     
	     
	     
	     
	     
	     
	     
	     

	LEFT
	     
	     
	     
	     
	     
	     
	     
	     


	Additional Comments by GP (when referring to Hospital Eye Department):

     



	Optometrist’s Name:          
	GOC No:       
	Date:      

	Optometrist’s Signature: ……………………………………. 


HES:  Please provide feedback to the referring Optometrist/OMP and the patient’s GP.

Patient has agreed to Optometrist/OMP receiving feedback regarding this referral   Yes  FORMCHECKBOX 
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1 Copy for Ophthalmologist          1 Copy for GP             1 Copy for Optometrist’s records
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