EAST LANCASHIRE OPHTHALMOLOGY SERVICE

East Lancashire Hospitals NHS Trust - Direct Referral Form for Wet AMD 
Date of referral:

	PATIENT DETAILS

	Name
	
	Date of birth
	        /        / 
	

	Address
	
	NHS Number
	
	

	
	
	(if known)
	
	

	
	
	Postcode
	
	Occupation
	
	

	Telephone
	
	
	
	Male / Female

	
	
	

	
	
	


	REFERRING OPTOMETRIST'S DETAILS
	
	
	GENERAL PRACTITIONER'S DETAILS

	Name
	
	
	
	Name Address

Telephone Fax
	
	

	Address
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Telephone
	
	
	
	
	
	

	Fax
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	

	Referral Criteria
	RE
	LE
	Comments / Details

	Wet AMD / suspected wet AMD
	
	
	

	Recent history of sudden central visual loss
	
	
	

	Duration of symptoms
	
	
	

	Visual Acuity of 6/12 -  6/96 
	
	
	

	Key features characterising CNV

	Macular haemorrhage
	
	
	

	Grey / green lesion
	
	
	

	Lipid exudates
	
	
	

	Confluent drusen with retinal haemorrhage
	
	
	


FINAL RX & BEST CORRECTED VA:
DIST VA
NEAR ADD
    NEAR VA
	RE
	
	
	
	

	LE
	
	
	
	

	Intra-ocular pressure
	RE:
	
	LE:
	
	Tonometer:
	NCT / Perkins / GAT / Other


OTHER COMMENTS/DETAILS OF RELEVANCE:


Confirm dilation and slit-lamp bio-microscopy with Volk lens



         YES / NO

This patient meets the above criteria for referral.
YES / NO

Optometrist Signature 
 Date_____________  

Please EMAIL this report to:  elht.wetamd@nhs.net and call 01254 733240, 01254 732612 (external) or 83240, 82612 (internal no.); the macular coordinators will confirm receipt via nhs.net account.
