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OPHTHALMOLOGY URGENT REFERRAL FORM 

Please fax this form to: 01865 234875 

If you would like confirmation that this fax has been received please state name and person to call:



	Triage date & time:


	Address & postcode:



	Patient name:
	

	Date of birth:
	Hospital ID no:


	Referred by: 

GP/ Optometrist / Organisational Occ. Health Dept / A&E / MIU / Self 

other – specify:-

	Contact no’s:

Home:

Work:

Mobile:
	GP: Name & address

	( RIGHT EYE                                 ( LEFT EYE                               ( BOTH EYES

	Signs & symptoms
	Yes
	No
	Duration
	Signs & symptoms
	Yes
	No
	Duration

	Pain – type & severity
	
	
	
	Photophobia
	
	
	

	Redness
	
	
	
	Change in visual acuity (describe)
	
	
	

	Discharge
	
	
	
	Flashing lights
	
	
	

	Epiphora / Tearing
	
	
	
	Floaters
	
	
	

	Foreign body sensation
	
	
	
	Other e.g. diplopia / lid swelling/ 

CL’s wearer
	
	
	

	Comments:



	Past ophthalmic history:

	

	Family ophthalmic history:


	Refractive history:  glasses   /  contact lens  /  emmetropia /  myopia /  hyperopia  /   presbyopia /   amblyopia 

	Eye drops currently used:
	Driving advice given:(OK to drive  ( Advised NOT to drive


	Past medical history / Medications / Allergies:



	OEH use only

	Triage category:
	A
	B
	C
	D
	PCC
	DOCTOR
	NP

	OEH ED review: (New (SOS Review
	Date:
	Time:



	Patient informed of appointment:
	By whom: name
	Date & time



	JR ED ‘Out of Hours’ review: Fax Triage for to: 01865 (2)57941

	Date & time of appointment:


	Name & bleep no. of 1st on call Ophthalmologist:




