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TO: Community Optometrist 
FROM:  The Falls Service
PATIENT: Please take or send this form to your Optometrist, the Practice will then contact you to make an appointment or advise on other actions.
	Patient Details

	
	


	Phone number
	


	Falls Service

	Clinic type/location
	

	Clinic contact details
	

	Clinic date
	


	Falls Service vision triage

	Four Questions Screening (tick if positive answer)

	Overfills mugs
	
	Poor step/kerb judgement
	

	Unable to recognise faces
	
	Struggles with small print
	

	Distance Visual Acuity
	Right
	Left

	With glasses
	
	

	Without glasses
	
	

	Eyes Right Tool
	Right
	Left

	Distance high contrast
	
	

	Distance low contrast
	
	

	Near vision
	


	Other information

	Date of last eye test
	

	Any other information
	


	Name (printed)


	Signature
	Date
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Name:  


Date of Birth:  


Hospital Number:                  


NHS Number:





Name:  


Date of Birth:  


Hospital Number:                  


NHS Number:








