                         REFERRAL FORM FOR CATARACT SURGERY


	** Please print clearly in capitals**
                                  

	PATIENT DETAILS (Please Print)

	Surname:       
	
	First Name:      
	Title:      

	Address:       
	
	D.O.B.          
	Sex:   FORMCHECKBOX 
 M          FORMCHECKBOX 
 F

	     
	
	NHS No:          

	     
	
	Day time Tel. No:              

	Postcode:                    
	
	Best time to call patient:      

	FAO Practice Manager

GP PRACTICE NAME:
	
	
	PatientHospital Choice

	      
	
	Name of hospital:      

	Address:      
	
	     

	     
	
	     

	TO BE COMPLETED BY THE OPTOMETRIST/OMP – please complete all information clearly to receive payment



	 FORMCHECKBOX 
  This patient has a cataract and has agreed to cataract surgery

	 FORMCHECKBOX 
  The cataract is causing the patient visual symptoms such that the quality of life is impaired e.g. for driving, reading, etc.               

	 FORMCHECKBOX 
  I have explained the cataract surgery process, the risks/ benefits and given the booklets

	The patient wishes to undergo cataract surgery under local anaesthetic via the one-stop clinic           

    YES   FORMCHECKBOX 

NO  FORMCHECKBOX 
If no, please state below reasons why



	Please indicate the patients need for surgery in which eye:     FORMCHECKBOX 
 Left eye        FORMCHECKBOX 
 Right eye            FORMCHECKBOX 
 Both eyes, priority being   FORMCHECKBOX 
 Left   FORMCHECKBOX 
 Right


Refraction details from current sight test

	
	V
	Sph
	Cyl
	Axis
	Prism
	Base
	VA
	Add
	Near VA

	RE


	     
	     
	     
	     
	     
	     
	     
	     
	     

	LE


	     
	     
	     
	     
	     
	     
	     
	     
	     


	Other ocular pathology and relevant information (eg Amblyopia, large increase in myopia).  

GPs: Please include current medication (including eye drops), allergies or relevant medical or social issues, e.g. communication needs.

. 

GPs: PLEASE CHECK AND AMEND MEDICATION IF NECESSARY

GPs-IMPORTANT-Please SEND referral to the Patient Hospital of Choice as above:


	Recommended target refraction and comments (optional):-     


	OPTOMETRIST / OMP DETAILS
	
	
	

	Name:     
	
	  Optometrist/ OMP- GOC/ GMC No:      

	Address:     
	
	  Accredited:  FORMCHECKBOX 
 East Sussex Hosptals Trust  FORMCHECKBOX 
 Brighton FORMCHECKBOX 
 WOPEC 

	I declare that the information I have given on this form is correct and complete and I understand that if it is not, action may be taken against me.  For the purpose of verification of this claim, I consent to the disclosure of relevant information.  I claim payment of fees due to me for work carried out under this NHS scheme.

	Signature:       
	
	Date:     

	Print:        
	
	



