Wet AMD Direct Referral form
Please refer if patient has some/all of listed features:

Please circle:
Central vision sudden reduction


Yes/No
Central distortion of new onset/deterioration new
Yes /No

Macular haemorrhage/and /or subretinal fluid
Yes /No

Features suggestive of dry AMD or past wet AMD increase likelihood of wet AMD rather than alternative diagnosis such as retinal vein occlusion
Please circle if present in either eye:

Drusen, especially if large



Yes/No

Macular scarring




Yes/No



Geographic atrophy




Yes/No

Please indicate duration of symptoms. More recent onset is more likely to benefit from urgent referral and treatment.

Duration of symptoms in affected eye

………./ not known
Please indicate level of vision. Visual acuity worse than 6/96 may be too poor to benefit from treatment, but may still be considered if fellow eye is poor and patient feels a recent deterioration of symptoms, eg enlarged scotoma size.
Visual acuity in affected eye



……….

Visual acuity in fellow eye



……….

In order to prebook appropriate investigations
Which eye is affected




Right/Left

Is patient on warfarin




Yes/No

Any recent serious medical problems eg stroke/heart attack/severe angina/severe breathing difficulties/others……………………………………………………….

……………………………………………………………………………………..

Any known allergies
……………………………………………………………..

Patient details

Name





Date of birth

Address




Contact nos:

Referrer details
Name

Address

Contact details

Please email to the Medical Retina Coordinator –

rgh-tr.mrco-ordinators@nhs.net

For any queries please telephone 01709 427844.
