	LEICESTER, LEICESTERSHIRE AND RUTLAND LOC OPHTHALMIC OUTPATIENT REFERRAL FORM

	Cataract Booking Centre tel no: 01664 800163
PLEASE FAX THIS FORM TO:  01664 854932
Or EMAIL to: 
triageteam@uhl-tr.nhs.uk

General Practitioner

Name…………………………………………..

Address (inc postcode) ……………………..

………………………………………………….

…………………………………………………..

Date of Referral ……………………………….
	Cataract referral
	

	Patient Details

Name:…………………………......………..

Address (inc postcode)………….....……….

…………………………………….........….

………………………………….........…….

Tel No/Mobile ………………..............……
Date of Birth …………………...............…..
Driver?   Yes/ No
	Referring Optometrist Details

Name: ……………………..............................…………..

Address (inc postcode) ………...............................………

……………………………….............................…………

……………………………….............................…………

Tel No ………………………….................................……
Performer’s No……………………….......................…….
Patient current under HES   Yes / No

	Refraction

	Current  Rx
	Unaided VA
	Sph
	Cyl
	Axis
	Prism
	VA
	Add
	Near VA
	Previous Corrected VA Date

	Right
	
	
	
	
	
	
	
	
	

	Left
	
	
	
	
	
	
	
	
	

	Optic Disc
R

L

Fundus

   R

L



	Cataract     Right Eye  ( or Left Eye (
Referral should be considered when worse eye VA is 6/12 or worse


	Yellow Card with details given to patient?   Yes (     No (


	Patient Consent:
 I agree that the Ophthalmologist to whom I am referred may make any information relevant to my eye condition and its treatment available to the referring optometrist.
Patient signature:




Date:

	Optometrist Signature



Date………………………………..

Direct Cataract Referral

Dear Dr

I have recently examined your above named patient and assessed your patient using the agreed Ophthalmology cataract referral criteria.  Your patient has agreed to cataract surgery.

A cataract in the right / left eye has been diagnosed and I have referred the patient to the Cataract Booking Management Service who will offer this patient a choice of provider for their first appointment.

Yours sincerely

Optometrist


Patient Details





Name………………………….





Address……………………….………………………………………………………………………………………………………





General Practitioner     





Name………………………….





Address……………………….………………………………………………………………………………………………………





REFERRING OPTOMETRIST’S PRACTICE STAMP








