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Optometrist Declaration: I confirm I have examined the above patient's eyes and that he/she consents to the exchange of information relating to their eye examination between the 
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	Provisional Diagnosis: 
	Patient Address: 
	Patient Post Code: 
	Date of Referral dd/mm/yyyy: 
	Hospital or GP: 
	Customer Reference Number: 
	Telephone Number: 
	RE Vis: 
	RE Sph: 
	RE Cyl: 
	LE Vis: 
	LE Sph: 
	LE Cyl: 
	RE Axis: 
	LE Axis: 
	RE VA: 
	LE VA: 
	RE PH: 
	LE PH: 
	RE Add: 
	LE Add: 
	RE Near VA: 
	LE Near VA: 
	LE Prev VA: 
	RE Prev VA: 
	Surname: 
	Forename: 
	Gender: [Female]
	x: Off
	Referral Urgency: [Routine]
	Referral Route: [GP to arrange hospital appointment as patient wishes to choose an alternative process for referral]
	D: 
	o: 
	B: 
	 dd/mm/yyyy: 



	LE IOP: 
	IOP Time: 
	RE IOP: 
	Instrument: 
	RE VF: [Not Assessed]
	LE VF: [Not Assessed]
	Cyclo: Off
	VF Type: [N/A]
	Main Body of Referral: 
	GP Name & Address: 
	Optom Name & Practice Address/Telephone: 
	Optom OPL Number: 
	Optometrist Signature: 
	Clinic Type: [Other]
	RE Horiz Prism: 
	RE Vert Prism: 
	LE Vert Prism: 
	LE Horiz Prism: 
	RE Vert Base: 
	RE Horiz Base: 
	LE Vert Base: 
	LE Horiz  Base: 
	Dilated: Off


