	                        LEICESTER, LEICESTERSHIRE & RUTLAND LOC  OPHTHALMIC OUTPATIENT REFERRAL FORM

	Glaucoma

Paediatric Consultant

ARMD

Neurophthalmology

Cornea/External Eye

Medical Retina

Lids/Lacrimal/Orbit

Surgical Retina

Paediatric Combined Care (Orthoptic)

General Ophthalmology

Yag Laser
Please specify clinic by ticking box    
To: Ophthalmic Department                                                                   
Hospital Address:  ..............................

...........................................................        

................................................................
................................................................

................................................................
................................................................

	Patient Details 
Name……………………………………................
Address…………………………………................
…………………………………………………............
................................................................
Tel No……………………………………….............
Date of Birth…………………………………….....
Driver?   Yes / No
Date of Referral.......................................
	Referring Optometrist Details 
                   General Practitioner Details
Name…………………………………………..........   Name.................................................
Address……………………………………….........   Address..............................................
…………………………………………………..........    ...........................................................
...........………………………………………….......    ...........................................................
..............................................................   ............................................................                  
..............................................................   ............................................................

Tel No....................................................   Tel No.................................................
Patient Currently under HES   Yes / No

	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

	Intra Ocular Pressures (mmHg)            R                                         L                            Method:       NCT  /Applanation   
       

	Visual Fields:     Normal /Abnormal /   Not applicable                 Lens                       R                                  L
Visual Field Plot enclosed:       Yes  / No                                  

	Reason for Referral (including previous ophthalmic history if appropriate)

Provisional Diagnosis: 

	Referral Urgency:                Soon /Routine                                          

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

Patient’s Signature:                                                                                                     Date: 


